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ABSTRACT
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QUALITY INDICATORS, AND THE ROLE OF NURSE
EXECUTIVES IN VIRGINIA NURSING HOMES
Jeany V. Murphy
Old Dominion University, 2011
Director: Dr. Karen Karlowicz

Problem statement. The dynamic nature of the healthcare industry has triggered
changes in nurse executive functions. The job has expanded into entrepreneurial roles to
be able to provide the most cost effective services while maintaining good quality
outcomes for the residents. The new responsibility requires a different set of knowledge
and competencies that is usually achieved through advanced education. It is not known
whether nurse executives in long term care in Virginia possess the skills to influence both
the financial and quality outcomes of the facility.
Methods. This descriptive research study examined the relationship of the nurse
executives' technical, human, and conceptual skills and levels of education to the
facilities' financial performance and resident outcomes. Further, this study compared the
perceptions of chief executive officers (CEO) and nurse executives regarding the skills
required of nurse executives to be effective managers. A combination of web-based and
mail surveys were sent to all CEOs and nurse executives of Virginia nursing homes.
Ninety-eight CEOs and nurse executives (18.4%) participated in the study.
Results. There were no statistically significant differences between CEOs' and
nurse executives' perception of the importance of knowledge and competencies related to
human, technical, and conceptual skills of nurse executives for effective management.

Both CEOs and nurse executives perceived human skills as the most important expertise
for effective management. Technical knowledge (p<.05) of nurse executives and total
number of residents (p<.001) showed significant relationship with the facility's financial
performance. No variables predicted quality outcomes.
Conclusion.

The nurse executives' level of preparedness is minimal. The small

percentage of graduate prepared nurse executives coupled with what appears to be limited
influence in the organization is not adequate to impact the financial performance and
quality outcomes of the facilities.
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CHAPTER I
INTRODUCTION
Throughout the history of nursing in the United States, nurse leaders had varying
degrees of power and authority within health care facilities. Nurse leaders were
perceived to have informal authority, with administrators and physicians having the
formal governing authority (McDonagh, 1998). The traditional director of nursing
(DON) role was usually filled by a mature nurse who was seen as controlling, autocratic,
and entrenched in the bureaucratic organizational structure of the facility and not viewed
as progressive or innovative. Usually, the DON was responsible for the nursing
department only and reported to the senior management team (Alexander, 1997).
In recent years, a new executive team has been conceived by health care
organizations that includes a nurse executive (Blair, 1989). In addition, in 1991, the Joint
Commission for Accreditation of Healthcare Organizations mandated that nurse
executives in hospitals be members of the executive team (Banaszak-Holl, Alexander,
Valentine, Piotrowski, Adams-Watson & Davis, 1999). Shared responsibilities and
interdependent decision making are characteristic functions of executive teams (Blair,
1989). The nurse executive is very crucial to the team in ensuring excellence in all
aspects of the organization's resident care delivery programs and is no longer merely an
operational manager of the division of nursing, but is more involved in strategic planning
(Barnum & Kerfoot, 1995; Fralic & O'Connor, 1983). The nurse executive can no longer
just provide excellence in the quality of care, but must be aware of what the consumer
wants, how the consumer defines quality, what the consumer is willing to pay for, and
what the consumer considers essential. With these changes in expectations, in the mid-

1990s, nursing leaders identified the need to move away from the traditional mechanism
by which staff nurses were being promoted to management based on clinical expertise
(Kleinman, 2003).
Customarily, nurse managers were educated and trained in roles consisting of
clinical expertise and human resource management skills only (Pilon & Gaddes, 1994).
Chief Executive Officers (CEOs) and DONs (Byers, 2000; Freund, 1985) cited general
management/health/nursing knowledge and human management skills as the most
important skills for nurse executives' effectiveness. Today, nurse executives are
increasingly being challenged to gain greater control over the financial resources of their
areas of responsibilities and become active participants in the decisions that affect the
financial survival of their facility (Dwore, R. B., Murray, B. P., Fosbinder, D., Parsons,
R. P., Smith, P., Dalley, K., et al. 1998; Pilon & Gaddes, 1994). Further, nurse
executives report directly to CEOs (Alexander, 1997). While up to 75 % of acute care
nurse executives have graduate degrees (Borman & Biordi, 1992; Henderson, 1995;
Kleinman, 2003; Moore, Biordi, Holm, & McElmurry, 1988; Smith, 1993), research
findings in nursing homes (Abedzadeh & Heine, 1992; Aroian, Patsdaughter, &
Wyszynski, 2000; Krichbaum, Johnson, & Ryden, 1992; Olson & Zwygart-Stauffacher,
2008; Vaughn-Wrobel & Tygart, 1993) indicated that a majority (up to 60 %) of DONs
had only a diploma or an associate degree in nursing, and thus had limited content in
leadership and management as part of their basic nursing education. Nursing education
programs in the 1970s, which is when most of today's long-term care nurse executives
were in school, did not cover budgets, regulations, management skills, or the strategies of
functioning within a turbulent health care system (Rowles, 1995; Vaughan-Wrobel &

Tygart, 1993). Most likely, these nurses have gained knowledge of these issues through
on-the-job training or by trial and error, which is the toughest way to learn (Krichbaum,
Johnson, & Ryden, 1992; Rowles, 1995).
Stevens (1981) argued that a nurse executive typically perceives his or her role as
related to his or her special talents, and therefore, like most people, prefers to work at the
things he/she does best. The nurse executive often has a self-perception as the expert
clinician, the manager, the educator, or the human-relations expert; hence, many focus on
human relations, showing more concern with the personal growth and development of
nurses than with analysis of the delivery modes for care. The management functions of
the nurse executives in nursing homes mirror those of acute care nurse executives in
terms of planning, organizing, directing, coordinating, and controlling (Luggen, 1997).
The nurse executive must implement the facility's mission and translate the mission into
reality (Aroian, Patsdaughter & Wyszynski, 2000).
Problem Statement
The role of the nurse executive requires a high degree of leadership skill and
managerial competence to be able to balance financial responsibilities of the organization
with a dedication to improving the quality and effectiveness of resident care delivery
(Gilmartin, 1996). The problem is that little is known about the level of preparedness and
sphere of influence of long-term care nurse executives in relation to the financial
performance and quality of care in nursing homes.
Nurse Executive Education and Certification
The American Nurses' Association (ANA) expects nurse executives to have a
graduate level degree in a relevant field of management, nursing, policy, or
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administration (Lodge & Pietraschke, 1986). The ANA also recommends a doctoral
degree in a relevant field for nurse executives with organization-wide authority or
executive levels of practice (Lodge & Pietraschke, 1986). According to ANA's practice
guidelines (2009), nurse executives are expected to seek professional certification in
nursing administration or other relevant management or applicable specialties. The ANA
mandates that nurse executives are role models for their staff in demonstrating continuing
professional development and lifelong learning (Lodge & Pietraschke, 1986). This
directive applies to all nurse executives in all settings.
The Professional Practice for Nurse Administrators/Directors of Nursing in Longterm Care Facilities (Lodge & Pietraschke, 1986) recommends that long-term care nurse
executives have advanced knowledge of gerontological nursing to care for the
increasingly medically complex nursing home residents. The American Association of
Nurse Executives in Long-term Care (AANEX) provides nurse-manager certification to
affirm competencies in financial management, human resource management,
performance improvement, strategic management and technology, and general
management (AANEX: http://www.AANEX.org/).
In a study by Sorrentino (1992), hospital CEOs and chief nursing officers (CNOs)
in Florida were surveyed to determine the ideal versus real competencies and
backgrounds of nurse executives. Results revealed differences between ideal and real
competencies in all areas examined, including educational background, professional
experience, and competencies. The majority of CEOs indicated a preference for nurse
executives to have Bachelor of Science in Nursing (BSN) and Master of Health
Administration (MHA) degrees, but in reality, only 61% of nurse executives had a BSN,
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and 23% had the MHA. The CEOs also preferred previous experience as a DON, but in
reality, most applicants interviewed had only been assistant directors of nursing.
Likewise, CEOs preferred CNOs to have competencies in leadership and operational
budgeting; however, most CNOs came to their positions having only competencies in
Joint Commission standards and rules/regulations compliance. This result is contradicted
by a study performed by McDonagh, (1998) who found that the contemporary nurse
executive most often has advanced academic degrees, strong business skills, and very
valuable clinical skills.
To meet and address the challenges of a changing healthcare environment, the
nurse executive must be educated to gain business skills and develop an understanding of
the application of economics, finance, and management theories (Smith, 1993). It is
essential for a nurse executive to have sufficient credentials so that his or her
qualifications do not limit his or her ability to negotiate with other members of the
executive team (Parker, 1998). In addition, leadership skills must be developed and
knowledge of organizational culture and climate, managing quality, communication
skills, creating a satisfying work environment, financial management, and politics and
negotiation must be acquired (Parker, 1998). Many schools of nursing, including those
in Virginia, have responded to the need for nurse administrator/executive education and
offer degree-granting programs that include business courses. See Appendix A for a
comparison of graduate programs in nursing administration in Virginia.
Long-term care nurse executives are usually members of one of two
organizations: National Association Directors of Nursing Administration in Nursing
homes (NADONA) or AANEX. A small percentage of long-term care nurse executives
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belong to the ANA. These organizations sponsor seminars and annual conferences that
enable members to participate in continuing education programs on topics ranging from
human resources management and organizational behavior to clinical issues specific to
the long term environment.
Some universities also offer continuing education programs for long-term care
nurse executives. For example, the University of Washington
(http://www.uwcne.org/secure/display3.asp?SKU:=09137-A-SP) hosts a week-long
seminar for long-term care nurse executives and registered nurses who are in or
approaching management positions in long-term skilled nursing facilities. The focus of
the program is the exploration of challenges, identification of responsibilities, and the
development of leadership and management competencies that support excellence in
resident care and employee satisfaction. The University of Missouri
(http://nursingoutreach.missouri.edu/leadership0910.htm) also offers nine full days of
classes over a nine month period with the purpose of preparing nurse leaders in nursing
homes who can create and sustain improvement in their work settings. Nurse executives
who attend this program develop the ability to emphasize staff involvement, facilitate
communication and teamwork, and set clear expectations resulting in better bottom line
for facilities.
The North Carolina Center for Nursing offers a one-week leadership seminar
called the Institute for Nursing Excellence geared towards direct care nurses with high
potential to be nurse managers and leaders in all LTC settings (Reinhard & Reinhard,
2006). This program is funded by the state with the goal of enhancing the ability of
nurses to become role models and leaders.
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Nurse Executives in Acute Care versus Long Term Care
Mergers and consolidations of rural, community, and urban medical centers
resulting from constrained resources and changing market demands have caused the
healthcare industry to reorganize from a traditional multilayer hierarchy to a horizontal or
flat organization (Alexander, 1997). The traditional DON position has been eliminated
and replaced by Vice President of Resident Care Services with management and fiscal
responsibilities for multiple departments. In addition, the DON reports directly to the
chief executive officer. This organizational change has created many challenges and
opportunities for nurse executives to advance into broader and entrepreneurial roles
(Alexander, 1997; Barnum & Kerfoot, 1995; Gilmartin, 1996; McDonagh, 1998). The
nurse executive of a health care system formulates, communicates, and facilitates a vision
for the delivery of resident care across a number of sites (Caroselli, 2008) and is therefore
concerned with the entirety of clinical performance and resident care delivery across the
system (Englebright & Perlin, 2008). As a member of the executive team, the nurse
executive must provide constant and effective clinical leadership in an environment that
is constantly evolving (Gelinas & Manthey, 1997). To be able to survive and become
successful and a vital component of healthcare management, the nurse executive must
have the knowledge and skills necessary to meet the demands of the job market in a
variety of healthcare settings (Alexander, 1997). As an entrepreneur, the nurse executive
must clearly delineate and differentiate how his or her institution differs from other
competitive nursing programs based on what the consumers are seeking and expecting in
health care (Barnum & Kerfoot, 1995).
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Nurse executives in acute care facilities are members of the top management
teams, and therefore have the opportunity to exert substantial influence on the nature and
direction of all the aspects of the organization's resident care delivery programs (Blair,
1989). In a study to determine knowledge, skills, and attributes needed for nurse
executives, Byers (2000) found that nurse leaders in acute care are more businessfocused; they devote less time to clinical and staffing issues than their counterparts in
non-acute settings.
The nurse executive in long term care is currently gaining authority,
responsibility, and span of control which requires involvement both in nursing and
healthcare services management functions (Olson & Zwygart-Stauffacher, 2008). In a
small nursing facility, even though the nurse executive is second in command, he or she
is often the only RN (Luggen, 1997). The role of nurse executive in long term care
facilities proves to be a stressful and unrewarding experience as evidenced by a high
turnover. A study in Minnesota showed that one-third of nurse executives in nursing
homes left their positions within 1 year (Krichbaum, Johnson, & Ryden 1992). The
increased need for skilled care in nursing homes and the growing complexities of
regulations and standards places a tremendous demand on nurse executives in nursing
homes facilities, which intensifies their dissatisfaction. Furthermore, lack of formal
education in management contributes to high turnover rate due to the unsatisfactory
nature of apprenticeship learning, which makes the nurse executives in LTC
uncomfortable in their role (Krichbaum, Johnson, & Ryden 1992). When there is a
frequent turnover at the senior level in an organization as in the case in LTC, it is difficult
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to create and sustain an organizational culture that is needed to adapt to the changing
healthcare environment (Sullivan, 2001).
In a study to identify the roles, responsibilities, and qualifications of nursing
administrators in nursing homes, Abedzadeh and Heine (1992) discovered that long range
and evaluation plans for the facility, as well as budget development and administration,
were perceived to be important tasks that required the expert management skills usually
acquired at a graduate level education. Moreover, Abedzadeh and Heine noted that
activities in research and public policy were perceived by nurse executives to be low for
both importance and participation.
A comparison of the functions and priorities of nurse executives in different
settings was studied from 1972-80 by Simms, Price, and Pfoutz (1985). Acute care nurse
executives tended to be younger (30-50 years of age), while nurse executives in nursing
homes tended to be older (50+ years of age). Results also revealed that the title used in
acute care was "vice president" or "nurse executive," which represents organizational or
corporate level positions, while in nursing homes, nurse executives had the title of DON,
which reflects responsibility for nursing services only. Budget development was also
found to be a major function for nurse executives in acute care while there was a limited
involvement in budget development in nursing homes. Some management functions,
such as staffing, direct resident care, and recruitment, are delegated in acute care, while
these management functions remain major responsibilities of the nurse executives in
nursing homes. It was also discovered that long range planning, development of policies
and standards, and wage and salary determinations of staff were major functions in acute
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care and in home health care arenas, while there was very limited involvement of the
nursing home nurse executives in these functions.
The job challenges of nurse executives vary between those in acute care and those
in long-term care. As the population ages, there is a shift from acute illness to chronic
disease and disability (The Lewin Group, Inc., 2007). This shift of care is confounded by
the growing cost of the system of care that taxes the ability of both public and private
purchasers to continue to participate, leading long-term care facilities to push for
alternative approaches to finance (The Lewin Group, Inc., 2007). The health care system
of long-term facilities in the very near future will be more cost-conscious, more focused
on managing care, more oriented toward team resources to deliver care, and more
focused on the resident as consumer (The Lewin Group, Inc., 2007). The nurse
executives in long-term care must have the vision to face the challenges brought about by
the changing environment and the skills to move the profession forward.
Cost and Quality of Care
Concern about the cost and quality of care in nursing homes can be traced back to
the early 1900s. Before the establishment of Medicare and Medicaid in 1965, there were
essentially no federal standards regulating nursing homes; regulation was left up to the
states, which resulted in wide variations in standards (Walshe, 2001). Although federal
regulations were enacted once Medicare and Medicaid began to pay for nursing home
care, they were inadequate in design, poorly implemented, and often not enforced by the
federal and state agencies that shared regulatory responsibility (Walshe, 2001).
Research in the 1970s and 1980s indicated ongoing problems in the delivery of
quality care in the nursing home industry (Anderson, Hobbs, Weeks, & Webb, 2005;
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Walshe, 2001). In 1987, Congress passed the nursing home reform provisions in Subtitle
C of the Omnibus Budget Reconciliation Act with the purpose of improving the quality
of resident care and quality of life in nursing homes (Emerzian & Stampp, 1993).
Implementation of these regulations resulted in increased costs for providers due to
building specifications and nursing staffing levels and qualifications requirements
(Emerzian & Stampp, 1993). Since the implementation of these regulations, state
policymakers have adopted both supply and price controls in an effort to restrain future
cost increases (Reid, 1996). One common supply control strategy has been to limit the
growth of nursing home beds through certificate of need programs, thereby creating a
condition of excess demand for nursing home services for Medicaid residents in most
states (Reid, 1996). In addition, many states have adopted some form of prospective
payment designed to encourage greater efficiency in nursing homes (Reid, 1996).
Prospective payment methods set rates in advance by setting a flat rate for groups of
facilities [class method or by setting rates for each facility based on historical costs and
other facility specific factors (Miller, Harrington, Ramsland, & Goldstein, 2002)].
One of the biggest challenges for long-term care providers is to provide the most
efficient and cost effective service to consumers. An annual report released by the
Centers for Medicare & Medicaid Services (CMS) (2008) stated that under the then
current law, spending on Medicaid was expected to substantially outpace the rate of
growth in the U.S. economy over the next decade. Medicaid is a federal and state
partnership program that provides health care to certain low-income people and is one of
the largest payers for health care in the U.S. Increased Medicaid cost is significant for
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nursing homes because Medicaid pays for approximately 50% of nursing home
expenditures, and Medicaid recipients constitute 70% of all bed days. Table 1 shows
nursing home cost in billions.

Table 1
Nursing Home Cost in Billions
Year

Medicaid

Medicare

2004

Total
cost
115.2

14%

Out-ofpocket
28%

Private
insurance
8%

Other
private
4%

Other
public
3%

43%

2005

129.8

45.4%

16.6%

24.9%

7%

3%

3%

Source: Centers for Medicare and Medicaid Services (2007).

Nursing home administrators must respond to regulations aimed at constraining
financial resources by making adaptations at the institutional and managerial levels (Reid,
1996). Significant challenges for the nursing home industry are similar to those in acute
care areas, such as escalating costs for both labor and other resources, declining
reimbursement, staffing shortages causing overtime, and increasingly competitive
markets (Burritt, 2005). As a business entity, facilities may attempt to reduce costs to
raise their profit margins, thus compromising the quality of care. A study by Beauvais
and Wells (2006) explained how fiscal health affects investments in quality
improvements initiatives. Conversely, nursing homes may also attempt to improve the
quality of care to improve their reputation in order to attract residents, thereby increasing
their profits.

13
Nursing Home Bed Demand
In the US, there is an anticipated increased demand for nursing home care due to
the aging population. By 2050, individuals age 85 and older will represent 23% of the
elderly population (U.S. Bureau of the Census, 1997). It was estimated that in 2010, onethird of the people who turned age 65 would need nursing home care for either a short- or
long-term stay during their lifetimes (Burger, S. G., Cantor, B., Mezey, M., Mitty, E.,
Kluger, M., Algase, D., et al., 2009). Short stay residents are in a nursing home for a
period of rehabilitation following a hospitalization, while long stay residents tend to be
frail with many chronic physical illnesses and changes in mental status (Burger et al.,
2009). Risk factors for admission to a nursing home include advanced age, having a
diagnosed medical condition, living alone, loss of self-care ability, decreased mental
status, lack of informal supports, poverty, hospital admission, bed immobility, and female
gender (Burger et al., 2009).
Of the 37.3 million persons aged 65 and over in 2006, more than 3.1 million
(7.4%) Americans resided in nursing homes (CMS, 2007). Some of these residents were
long-term nursing home residents, and others had shorter stays for rehabilitation care
after acute hospitalizations.
In Virginia, data reported for 2006 showed that there were 887,768 persons aged
65 and over, of which 60,369 (6.8%) had a nursing home stay in the same year. The total
number of nursing home residents was 68,224. Of this number, 0.2% was in the age
group between 0-21 yrs, 0.3% was between 22-30 yrs, 11.4% were between 31-64,
16.9% were between 65-74 yrs, 36.3% were between 75-84,30.4% were between 85-94,
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and 4.5% were 95+ year-olds (CMS, 2007). Table 2 shows a comparison of the
characteristics of Virginia nursing home residents with US nursing home residents.

Table 2
Characteristics of Nursing Homes in Virginia Compared to US: 2007 Data
Virginia

US

Number of nursing homes

281

16,100

Number of certified nursing
facilities
For profit

268

15,281

68%

67%

Non-profit

27%

27%

Government owned

3%

6%

Certified nursing beds

29,786

1,613,942

Number of residents in
certified nursing facilities

26,979

1,368,230

Certified nursing facility
occupancy rate

90.6%

84.8%

Medicaid as payor source

60%

64%

Medicare as payor source

17%

14%

Private/Other as payor source

22%

22%

Source: Kaiser State Health Facts, 2008

The State of Nursing Homes in Virginia
Virginia state law requires that all nursing facilities obtain a license to operate
within the state. There are more than 265 nursing facilities containing 33,965 beds
located throughout Virginia. All but 15 nursing facilities are certified for federal
reimbursement under Medicare and Medicaid. Nursing facilities are inspected every 2
years under state licensure and on an average of every 12 months under Medicare and
Medicaid certification (Nursing Home Compare, http://www.medicare.gov/nhcompare/).
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Data for 2007 showed that 93.3% of Virginia nursing homes had deficiencies,
which was 1% higher than the U.S. average. Of the top 10 deficiencies, the following
were higher in Virginia than the national average: quality of care, professional standards,
food sanitation and pressure sores. Deficiencies in housekeeping and urinary care ranked
9th and 10th respectively, and were 50 % lower than the national average.
Purpose of Study
The purpose of this study was to examine the level of preparedness (skills) and
the sphere of influence (role) of nurse executives in nursing homes in Virginia in relation
to the financial performance and quality outcomes of the institutions. This study was
limited to Virginia, which licenses 281 long-term care facilities.
Significance of the Study
The trend in the 1990s of system redesign in acute care facilities to reduce costs is
shifting to the long-term care environment as the population ages and the bulk of care
moves to long-term (Aroian, Patsdaughter, & Wyszynski, 2000). An increasing emphasis
is being placed on the role of nurse executives and the relationship to cost-effective and
high quality care (Alexander, 1997; Porter-O'Grady, 2003; Scoble & Russell, 2003).
Expense reduction is vital because it ensures future success and maintains market
position. In a study on the impact of organizational redesign on nurse executive
leadership, Gelinas and Manthy (1997) observed that nurse leaders must have financial
management skills to be able to provide leadership to resize their system as it relates to
clinical improvement and capitated care. (Capitated payment for managed care is a
method of payment for health services in which providers are paid a fixed amount per
enrollee to cover a defined scope of services for a defined population set regardless of
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actual number or nature of services provided). Dwore et al. (1998) found that a high
percentage of nurse executives had limited financial management preparation,
competence, and participation in financial management. Other aspects of Dwore et al.'s
study suggested that nurse executives' involvement in financial management was
progressing toward a mature stage.
Integrated delivery networks result in consolidation of managerial roles with an
absolute reduction in the number of executive level positions (Alexander, 1997; Ehrat,
2001)). For nurse executives, reduction of executive level positions means limited
availability of career advancement options, but present opportunities for those with broad
skills, particularly skills relating to the general management of core businesses (Ehrat,
2001). Ehrat (2001) noticed that in most circumstances, career advancement is positively
correlated with demonstrated technical and general skills, candidate character, cultural fit,
and a track record of accomplishments. Hence, advanced education in addition to
relevant past experiences is necessary for career progression.
Futurist, Russell Coile, predicted that "Every health care organization must be
competitively efficient or it will be consolidated or eliminated" (1996, page 12). He
further predicted a shift in the emphasis of decision making at all levels of management
to a focus on managing resident care. He suggested that the management teams monitor
clinical performance as well as financial indicators in order to make sound decisions in a
capitated market. This approach requires strong collaboration among the management
team members.
Anderson, Issel, & McDaniel (2003) studied 164 nursing homes in Texas and
found that experienced nurse executives may possess a greater variety and depth of
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knowledge about clinical and management issues related to resident care. Further, they
observed that nurse executives with longer tenure, greater relationship-oriented
leadership, and less formalization produced better resident outcomes. This finding is
contrary to the general culture in the nursing home industry which is authoritarian and
"top down" management practice in large part because it is a highly regulated industry
(Borman & Biordi, 1992; Horton-Deutsch & Mohr, 2001). Nursing homes are fined or
even closed if rules are violated; therefore, attending to the rules has become the norm
(Fleming & Kayser-Jones, 2008). The proposed study was conducted to determine
whether a trend towards nurse executives' involvement in financial management and
quality performance are evident among long-term care nurse executives in Virginia.
Research Questions
1. Is there a difference between the CEOs' and nurse executives' perceptions of
the importance of human, technical and conceptual skills, and competencies of
nurse executives in nursing homes for effective management?
2. Is there a relationship between the human, technical and conceptual skills
possessed by nurse executives in nursing homes and the financial performance
and quality indicators of the facility?
3. Is there a relationship between the human, technical, and conceptual skills
possessed by nurse executives in long-term care and their level of education?
4. Is there a relationship between the financial performance and quality
indicators of long-term care facilities and the level of education of nurse
executives?
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5. Is there a relationship between the facility's financial performance and quality
indicators?
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CHAPTER II
LITERATURE REVIEW
This chapter explores the history of nursing homes in the United States, including
funding sources and care delivery models. The education and role of the nurse executive
in relation to quality indicators is also explored.
History of Nursing Homes in the US
In the early 1700s, life expectancies were much shorter than they are today
because so many people died in infancy or childhood (Stevenson, n.d.). Only a small
percentage of the population lived to old age, but for those that did, "old age security"
meant having children or property. Adult children were expected to provide and care for
their parents; if they were unable to care for them, then they boarded them out to
surrogate families and paid for the cost of that care (Ogden & Adams, 2008). Elderly
people in need of care who were childless but wealthy could hire whatever help they
needed (Stevenson, n.d.). Those elderly who were poor and childless, or whose children
refused or were unable to care for them, ended up dependent on charity or public welfare
(Ogden & Adams, 2008; Stevenson, n.d.).
The public welfare system in the 18th and 19th centuries were patterned on the
English Poor Laws, 1722 (equivalent to today's Medicaid Law) believing that sick and
poor elderly could better be cared for in institutions than at home (Long Term Care
Education, n.d.; Ogden & Adams, 2008). The government built poorhouses, almshouses,
poor farms, county infirmaries, asylums, or county homes and required welfare recipients
to go to these facilities if they wanted assistance. Later on, the poorhouses became catchall for anyone who could not survive in the outside world and these poorhouses became
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home to poor dependent elderly people. The poor people shared rooms with petty
criminals, alcoholics, orphans, unwed mothers, and the mentally ill (Stevenson, n.d.).
Similar to today's issues, there were concerns in 1881 about the growing costs
and quality of the care provided to the elderly. One of the reformers, Dorthea Dix,
convinced the legislature to separate the mentally ill and the orphans from the other
residents of the poorhouses (Stevenson, n.d.). In addition, numerous nonprofit
organizations began building "old-folks" homes to give respectable poor people a way to
avoid the degradation of the poorhouse (Ogden & Adams, 2008; Stevenson, n.d.).
One of the earliest planned retirement communities was constructed in 1889. By
the early 1900s, there were movements in various states to provide public cash assistance
to the poor elderly in order to keep them out of poorhouses. The demand for assistance
continued to grow due to an increased number of people who were unable to support
themselves or who could rely on their families in their old age. The demand for
assistance increased further during the Great Depression when the majority of the
population lost their jobs and savings (Ogden & Adams, 2008; Stevenson, n.d.). Even
the previously wealthy families were no longer able to care for their parents (Stevenson,
n.d.).
In 1935, Social Security Act created a program under Title I called Old Age
Assistance (OAA), which gave cash payments to poor elderly people, regardless of their
work record (Long-Term Care Education, n.d.; Nursing Homes, 1999; Ogden & Adams,
2008; Stevenson, n.d.). This was funded under the general revenue which came from
federal income tax. Old Age Assistance is important in the history of long-term care
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because it later spawned the Medicaid program, which has become the primary funding
source for nursing homes today (Stevenson, n.d.).
Many of the poorhouses and poor farms saw their populations dwindle sharply
after 1935, when OAA was restructured to forbid the provision of federal matching funds
for payments to public institutions due to poor care (Ogden & Adams, 2008; Stevenson,
n.d.). Growth of proprietary nursing homes increased when access to nonprofit homes
were restricted to members of their own organization (Stevenson, n.d.). World War II
changed family living arrangements when many seniors came out of retirement to help
with the war effort, but they had to retire once again when the servicemen returned home
and needed jobs (Stevenson, n.d.).
The Hill-Burton Act of 1946 created a system to provide federal financing for
construction of new hospitals in rural and poor areas where there were no existing
hospitals or to modernize hospitals in metropolitan areas (Nursing Homes, 1999;
Stevenson, n.d.). Increasing the supply of hospital beds and later, nursing home beds was
done on the assumption that increased market competition would increase quality of
resident care (Ogden & Adams, 2008). An unplanned result of Hill-Burton legislation
was that many of the older hospitals which were being replaced were converted to
nursing homes. The legislation was amended in 1954 to provide funding to public and
nonprofit entities to build nursing homes, rehabilitation facilities, and hospital resident
facilities (Ogden & Adams, 2008).
The 1950 Social Security Act (SSA) amendments demanded that states that
received federal matching funds had to create systems for licensing for both nursing
homes and hospitals (Ogden & Adams, 2008). Several nursing homes that could not

meet the new standards closed in the 1950s, while other nursing homes were rebuilt. The
first ever national inventory of nursing homes was done in 1954. There were
approximately 270,000 people living in 9,000 homes classified as "nursing home care" or
personal care homes with nursing (Nursing Homes, 1999; Stevenson, n.d.). The majority
of these homes were for profit facilities—86% were proprietary, 10% were voluntary (or
not for profit), and only 4% were public (Stevenson, n.d.).
The government became the primary purchaser of nursing home care in 1956 with
the amendment of the SSA to eliminate the cap on the payment to medical providers
(Ogden & Adams, 2008). Around this time, another concern related to quality came
about due to fatal nursing home fires which were occurring commonly. By 1960, a U.S.
Senate Special Committee on Aging reported that 44% of nursing home beds failed to
meet Hill-Burton fire and health standards. Prior to the establishment of Medicare and
Medicaid, standards varied widely between states when there were no federal standards
regulating nursing homes (Walshe, 2001). In 1965, amendments to the SSA established
the Medicare and Medicaid programs (Gittler, 2008; Nursing Homes, 1999). Medicare
Part A covered hospital costs, Part B covered physician and other out-of-hospital costs,
while Medicaid covered the indigent elderly. Nursing home costs were deliberately
carved out of Medicare because of a fear that nursing home care would be a bottomless
pit that would financially devastate the program. After much debate, a bill was passed
that mandated Medicare to provide funding for beneficiaries who needed post-hospital
convalescence in an extended care facility for up to 100 days (Nursing Homes, 1999;
Ogden & Adams, 2008; Stevenson, n.d.). Medicaid would provide unlimited coverage
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for nursing home services to the poorest of the elderly (Nursing Homes, 1999; Stevenson,
n.d.).
In 1966, the Joint Commission on Health Care Organizations (JCAHO) created
their first accreditation program for nursing homes (Nursing Homes, 1999; Ogden &
Adams, 2008; Stevenson, n.d.). The following year, Medicare and Medicaid were
amended, requiring nursing homes to meet the life safety code of the national fire
protection association and requiring skilled nursing facilities to have at least one full-time
Registered Nurse (RN) on staff. These amendments also created a new category of
nursing home called intermediate care facilities (ICFs), which cared for residents who
did not need 24-hour-a-day nursing services, but who needed custodial care. As
standards were increased and Medicare funding was cut, older homes continued to close.
The National Center for Health Statistics determined that 1,445 facilities closed between
1969 and 1971. Social Security was once again amended in 1972, extending Medicare
coverage to the disabled (Nursing Homes, 1999; Stevenson, n.d.). At the same time,
Medicaid reasonable cost reimbursement where interim payments are made to
approximate cost based on a historical cost-to-charge ratio was authorized to skilled
nursing facilities (SNF) and ICFs (Nursing Homes, 1999; Stevenson, n.d.).
Between 1982 and 1997, a series of National Institute on Aging studies showed a
declining rate of geriatric disability (Manton, Corder, & Stallard, 1997; Nursing Homes,
1999). When the Medicare Diagnosis-Related Groupings were created in 1983, the
nursing homes became the beneficiary for providing home-based post-acute care. In the
same year, Congress mandated a study of nursing home quality and regulation by the
Institute of Medicine (IOM). IOM concluded that there were substantially differing
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regulatory systems in all states. These varying regulatory standards had a consequence of
allowing substandard nursing homes to operate thereby causing the residents to receive
inadequate and sometimes deficient care (Ogden & Adams, 2008).
In 1987, the Omnibus Budget Reconciliation Act (OBRA) incorporated nursing
home reform that created a state survey and enforcement system (Emerzian, 1993;
Gittler, 2008; Nursing Homes, 1999; Ogden & Adams, 2008). The OBRA reforms also
included mandated unannounced inspections and a range of enforcement remedies
intended to address deficiencies (Ogden & Adams, 2008). With the introduction of the
Balanced Budget Act in 1997 that established a prospective payment system for Medicare
to fund post hospital care, some bankruptcies among proprietary chains occurred
(Nursing Homes, 1999).
In 2001, a second IOM report, Improving the Quality of Long-Term Care, called
for tougher standards and enforcement. Further, the report noted that low Medicaid
reimbursement potentially caused quality problems in long-term care facilities (Ogden &
Adams, 2008). In response to continuing concerns about quality of care, the Centers for
Medicare and Medicaid Services (CMS) launched Nursing Home Compare
(http://www.medicare.gov/NHCompare), an on line tool that provides information about
the past performance of every Medicare and Medicaid certified nursing homes (Ogden &
Adams, 2008). In addition, Nursing Home Compare provides consumers a detailed
checklist for rating different nursing homes based on inspections performed by respective
state using established criteria on Quality of Life, Quality of Care, Nutrition and
Hydration, and Safety.
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Long Term Care Ownership
Ownership of nursing homes is either (a) for profit (by corporation, individual, or
partnership), (b) government entity (city, county, or state), or (c) for nonprofit (church or
corporation) (Luksetich, Edwards, & Carroll, 2000). For-profit nursing homes constitute
approximately two-thirds of all facilities nationwide, while not-for-profits make up
approximately one-fourth of all facilities (Grabowski & Stevenson, 2008). The
remaining nursing homes, roughly 7%, are government-owned. For-profit nursing homes
distribute accounting profits to equity holders. Nonprofit nursing homes receive
subsidies, are exempt from corporate income land taxes, and compete with their for-profit
counterparts (Grabowski & Stevenson, 2008; Luksetich, Edwards, & Carroll, 2000).
Differences in financial performance between for-profit (FP) and not-for-profit
(NFP) nursing homes are explained in several studies (Hogan, 1997; Luksetich, Edwards,
& Carroll, 2000; Ubokodum, Woods, & Schalk, 2002). Luksetich, Edwards, & Carroll
(2000) found FPs to be more interested in maximizing their surplus, whereas NFPs
tended to maximize the quality of resident care. In their study of Ohio nursing homes,
Ubokodum et al. (2002) explained this best by citing that NFPs tended to have more
revenues because they were more likely to locate in the counties with higher per capita
incomes, therefore, there were a greater number of private pay residents. The NFPs are
therefore able to provide higher nursing staff hours per resident day and spend more for
the traditionally very expensive pool of nursing staff. On the other hand, Luksetich et al.
(2000) noted from their study of Minnesota nursing homes that the distribution of earned
surplus indicates the goals of nursing homes. Further, they indicated that the surplus of
independent FPs goes to the owners, while those belonging to chains tended to divert

more of their surplus into administration. Furthermore, the authors found that FPs are the
most diligent in controlling the non-care operating costs that result in a greater efficiency.
This result is supported by Ullman (1984) when he examined the relationship of
ownership to facility costs and resident care performance and found costs to be
significantly lower in proprietary facilities as compared to nonprofit and government
facilities.
Kayser-Jones (2009) compared the degree of care of residents in two proprietary
nursing homes with the care of residents in government owned facilities and found that
the proprietary nursing home environment was a dependency-promoting environment,
whereas the government-owned home was a health promoting environment. Her findings
disclosed that inadequate staffing, lack of supervision, and inadequate education
contributed to the lack of health promotion in the FP nursing home facilities.
In a review of studies to determine the association between nursing homes' profit
status and quality of care (Harrington, Woolhandler, Mullan, Carrillo, & Himmelstein,
2001; Hillmer, Woodchis, Gill, Anderson, & Rochon, 2005), it was found that residents
at FP nursing homes were more likely to be the recipients of poor quality care compared
with similar residents in NFP facilities. These studies indicated that a higher staff skill
mixture and lower nursing aide turnover rate present in NFPs produced higher levels of
quality of care. A longitudinal study of nursing homes in Massachusetts, however,
found no difference in health outcomes between residents from FP facilities and those
from other nursing homes (Decker, 2008). Decker (2008) suggested that concerns over
higher prevalence rates for decubitus ulcers and restraint use in FP facilities may not
affect the broader health outcomes of mortality and functional change in an elder
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Medicaid population. A study by Castle & Shea (1998) using the measures of structure,
process, and outcome that compared quality of care between FPs and NFPs for residents
with mental illnesses did not show any difference in their level of care.
Confirming the results of other studies, Harrington, Woolhandler, Mullan, Carillo,
& Himmelstein (2001) found that NFP and government facilities had fewer deficiencies
of all types than FP facilities. They also noted that smaller facilities (16-60 and 60-119
beds) were less likely to have quality of care and quality of life deficiencies and had
fewer total deficiencies than larger facilities. In addition, facilities with a greater
percentage of Medicaid residents were more likely to have deficiencies of all types.
In a study using a nationally representative sample of residents in nursing
facilities during the 1996 calendar year, Konetzka, Spector, and Shaffer (2004) found that
residents with suspected pneumonia in NFP facilities appeared to be hospitalized less
often, at a rate half that of residents in FP facilities. This could be due to higher
professional staffing ratios at NFP facilities, which may have more clinical capabilities
that allow them to treat pneumonia in-house.
Long Term Care Financing
Medicare
Medicare, enacted in 1965, is a federally-funded health insurance program
contained in Title 18 of the Social Security Act (Cady, 2007). The Medicare program
provides health insurance benefits to Social Security recipients older than 65 years and to
those who are permanently disabled as defined under the Social Security Act. Medicare
pays only for services that are reasonable and necessary for the diagnosis or treatment of
illness or injury or to improve the functioning of a malformed body member (Cady,
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2007). Under the laws that govern Medicare, the Secretary of Health and Human
Services regulates the administration of the program through the CMS.
To be eligible for Medicare (Social Security Act), a person must work for at least
40 quarters (10 years) in Medicare-qualifying employment. Once this requirement is
met, both the individual and spouse are eligible for Medicare at age 65. Younger workers
and their dependents also qualify if they have been receiving federal disability insurance
for 2 years or have end stage renal disease
(http://www.medicare.gov/Nursing/Payment.asp).
Medicare Part A was established in order for federal funds to pay for beneficiaries
receiving care in extended care facilities (ECF). An ECF is an institution devoted to
providing medical, nursing, or custodial care for an individual over a prolonged period,
such as during the course of a chronic disease or the rehabilitation phase after an acute
illness (http://www.medicare.gov/Nursing/Payment.asp). ECFs are either skilled nursing
facilities (SNFs) or intermediate care facilities. A SNF is an institution that provides
continuous medical and skilled nursing care, while an intermediate care facility (ICF)
provides continuous custodial care, but not continuous medical and nursing care.
Medicare covers only limited nursing homes services, such as SNFs, while Medicaid
pays for long term. The federally-run Medicare program provides insurance benefits for
virtually all individuals aged 65 and older, regardless of income, and for younger people
with disabilities 2 years after they qualify for Social Security's disability benefit
(http://www.medicare.gov/Nursing/Payment.asp). Medicaid, on the other hand, is a state
run program jointly funded by the state and federal governments. Medicaid offers
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coverage for its low income enrollees that supplements Medicare coverage (Grabowski,
2007).
Medicaid
Medicaid, also enacted in 1965, is jointly financed by the federal and state
governments and administered by the states. Medicaid provisions are contained in Title
19 of the Social Security Act (Cady, 2007). This program authorizes federal grants to
states for medical assistance to low-income persons who are 65 years or older, blind,
disabled, or members of families with dependent children or qualified pregnant women or
children. Medicaid is intended to assist low income individuals and not for everyone
who needs long-term-care services ("Medicaid and Long Term", 2006).
Medicaid was established in 1965 as a joint federal and state-funding source for
elderly indigent persons residing in SNFs (Emerzian & Stampp, 1993). In 1971,
Congress established the ICFs benefit to allow facilities that were unable to meet the SNF
standards to participate in the Medicaid program. Medicaid will pay only for nursing
home care provided in a facility certified by the government to provide services to
Medicaid recipients.
State Medicaid programs are funded in part by the federal government, with a
higher match rate for poorer states. As illustrated by Grabowski, Feng, & Mor (2008),
the federal match rate in wealthier states such as California and Massachusetts is 50%,
while in the poorest state, such as Mississippi, the match rate is 76%. This may cause
some inequity in which poorer states can generate a greater federal match rate.
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Private Pay
Approximately half of all nursing home residents pay nursing home costs out of
their own savings (http://www.medicare.gov/Nursing/Payment.asp). After the residents
have exhausted all their savings and other resources, those who stay in nursing homes for
long periods eventually become eligible for Medicaid. Other residents carry private
insurance, such as employer group health plans or nursing homes insurance, to help cover
nursing home costs.
Delivery of Long Term Care Services
State Survey Processes
In 1965, after Medicare and Medicaid were established, the US Department of
Health, Education, and Welfare (HEW), which later became Health and Human Services,
was granted authority to develop and enforce standards for nursing homes participating in
the Medicare and Medicaid programs (Emerzian & Stampp, 1993). Shortly thereafter, a
set of regulations for ECFs was also issued by HEW (Emerzian & Stampp, 1993).
The principal components of the legal framework for nursing home regulation are
state licensing laws and Medicare and Medicaid certification laws (Gittler, 2008). The
Medicare and Medicaid statutes and regulations have set the survey process to monitor
whether nursing homes are in compliance with quality of care, staffing, and other
substantive requirements for Medicare and Medicaid participation. State survey agencies
must conduct an unannounced standard survey, or inspection, of every facility
participating in the Medicaid and Medicare programs at least once every 15 months, and
the average statewide time interval for these surveys must not exceed 12 months (Gittler,
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2008). These surveys inform the decision on whether to certify or recertify facilities for
participation in Medicare and Medicaid.
When facilities are found to be out of compliance for designated time periods or
have deficiencies that put residents in immediate jeopardy, states are required to refer the
case to the CMS for enforcement action. Such actions can include corrective action
plans, civil monetary penalties, required changes in management, denial of payment for
new admissions, or termination of a facility's Medicare and/or Medicaid contract (US
Department of Health & Human Services, 2008).
CMS offers consumers and the nursing home industry a good base of information
on the quality of nursing homes, primarily through its Nursing Home Compare website
(http://www.medicare.Rov/NHCompare). Nursing Home Compare website includes four
categories of information: (a) inspection results, including deficiencies identified by
Medicare certification surveys and complaint investigations; (b) facility characteristics,
such as number of beds and type of ownership; (c) nursing home staffing levels; and (d)
quality measures which are based on the clinical and functional status of a nursing
home's residents.
Care Delivery Models
Rantz, Grando, Conn, Zwygart-Stauffacher, Hicks, Flesner, et al. (2003),
examined and compared the care delivery processes in nursing facilities that achieved
various levels of resident outcomes and identified exemplar processes and organizational
attributes in facilities who achieved the best outcomes. The results showed that DONs in
facilities with good outcomes were much more likely to have been in their jobs for many
years (more than 5 years) as compared to directors of nursing in facilities with poor
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resident outcomes, who were much more likely to be recently hired (less than 1 year).
This finding held true for administrators (Anderson, Issel, & McDaniel, 2003). Facilities
with good outcomes used committee or group processes for decision making and had
active quality improvement programs. Key to resident outcomes was getting the basics
of care done, which includes ambulation, nutrition and hydration, toileting and bowel
regularity, preventing skin breakdown, and managing pain (Rantz, Grando, Conn,
Zwygart-Stauffacher, Hicks, Flesner, et al. (2003).
Other nursing homes have developed geriatric nursing home models using the
skills of advanced practice nurses to improve care. In the Wellspring Model, several
nursing homes that are in geographic proximity share an advanced practice nurse who
consults on residents' issues for staff, helps develop policies and procedures, and
conducts education on best practices in geriatric care (Mezey, Boltz, Esterson, & Mitty,
2005). Evercare, a fully capitated managed care option for residents in nursing homes,
uses advanced practice nurses to deliver primary care, while the Pioneer movement seeks
to reshape nursing homes and the role of professional and nonprofessional nursing staff
to create an environment that promotes resident-directed care.
Environmental Issues
The nursing homes' environmental factors consist of state policy, market
competition, bed size, location, occupancy rate, proportion of 65 year-old residents and
older in the population, Medicaid utilization, and per capita income of the county or city.
These factors challenge the executive team with pressures to decrease costs, increase
productivity, and maintain or increase the quality of care and services provided.
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In competitive markets, Gilmartin (1996) observed that organizations must be
innovative in their use of capital and labor to produce the least costly combination of
resources to produce goods or provide services. Organizations must be able to seek
better ways to match resources to customer opportunity (Gilmartin, 1996). Blair (1989)
reasoned that a growing market competition is mandating creative efforts to achieve
comprehensive, coordinated, relevant, humanistic, and cost-effective resident care. The
movement between public and private payers to tie reimbursement to clinical
performance has forced all types of providers to focus on the core business of providing
safe, effective, efficient, and satisfying care to residents (Englebright & Perlin, 2008).
In a study of nursing homes in Ohio, Ubokudom, Woods, & Schalk, (2002) noted
that when the per capita income of the county in which a nursing home was located
increases, the annual reimbursable direct-care per diem cost of the nursing home also
increases. Counties with higher per capita income are likely to have more competitive
labor markets and higher nursing home input costs than counties with lower per capita
income.
The rise in long-term care expenditures and the increasingly elderly population
resulted in growing interest in alternative methods of providing housing and long-term
care health services (Netting, Wilson, Stearns, & Branh, 1990). Nursing home
occupancy rates have been declining since 1998 due to increased competition from
community-based providers such as Assisted Living Facilities and Home Health
Agencies as an alternative to nursing home care (Weech-Maldonado, Shea, & Elmendorf,
2007). Although assisted living facilities are the fastest growing segment of long-term
care, their services are limited. Most assisted living facilities do not accommodate
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individuals with severe physical disabilities and those with cognitive impairment
(Weech-Maldonado, Shea, & Elmendorf, 2007). In addition, assisted living is not
affordable for moderate to lower income elderly and Medicaid does not cover assisted
living in most states (Weech-Maldonado, Shea, & Elmendorf, 2007). Therefore, higher
acuity individuals go to nursing homes.
Another alternative to nursing home is the continuing care retirement community
(CCRC) which provides a package of housing, health care and social services (Branch,
1987). CCRC services are financed by prepayments from the residents. The prepayment
acts as insurance mechanism that protects individual residents from the uncertainties of
escalating health care costs (Branch, 1987; Greene, 1981).
The Relationship Between Long Term Care Financing and Quality Care
Using profit margin as a financial performance measure, Weech-Maldonado, Neff
& Mor (2003) examined the relationship between quality of care and financial
performance in nursing homes in New York, Vermont, Kansas, Maine, and South
Dakota. Their findings indicated that nursing homes that produce better outcomes of care
were able to achieve lower resident care costs and therefore, better financial performance.
These findings were not associated with higher revenues and did not result from higher
pay market share.
Decker (2008) & Zhang & Wan (2007) found that quality is related to Medicaid
reimbursement rate. Facilities with a lower percentage of Medicaid residents or greater
Medicaid payment rates, regardless of occupancy rate, were able to maintain or increase
investments in resident care. High Medicaid dependence (90% Medicaid residents)
resulted in greater fiscal pressure to reduce RN staffing when a drop in occupancy
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occurred. This outcome had a greater effect on FP nursing homes, since they serve the
Medicaid market while NFP attracts private pay residents. This result was echoed by the
findings of O'Neill, Harrington, Kitchener, and Saliba (2003) in a study of California
nursing homes. He found that FP facilities have lower revenue streams, therefore, those
with the highest margins showed poorer performance in resident care. Another study
confirmed these findings (Feng, Grabowski, Intrator, Zinn, & Mor, 2008) and suggested
that more generous Medicaid reimbursement would enable nursing homes to staff up to a
higher level to meet expert recommended thresholds.
It is important to know how financial performance affects resident outcomes in
acute care because the trend of environmental changes that occurred in acute care
facilities is fast moving to long-term due to demographic and market changes. Two
studies highlight hospital finances and resident outcomes. Encinosa and Bernard (2005)
found evidence that as hospital profit margins declined, adverse safety events increased,
which demonstrates how financial pressures impact resident safety. Results of Beauvais
and Wells (2006) indicated that a few aspects of healthcare organizational finance affect
quality. Beauvais and Wells (2006) also noted that hospitals with excessively high
administrative expenses and profits were indicative of a managerial focus away from
quality-enhancing initiatives. Health organizations with spare financial resources
appeared more able to make the requisite adjustments in staffing, infrastructure, and
equipment to facilitate quality of care. Further, Beauvais and Wells (2006) found
substantial evidence that showed those hospitals that engaged in management practices
supportive of nursing achieved improved quality outcomes.

In another study of hospitals, McCue, Mark, & Harless (2003) examined whether
changes in nurse staffing and in quality of care affected the financial performance of
hospitals. Findings showed no statistically significant effect of RN staffing on profit
margins, although hospitals experienced increased operating costs when they increased
RN staffing.
Long Term Care Closures
Following a decade of extraordinary growth in Medicare payments for skilled
nursing and other post-acute care, the Balanced Budget Act of 1997 introduced a
transition in its form of payment from a cost-based method to a system of prospectivelybased prices per severity-weighted day of care, known as SNF PPS (Dalton & Howard,
2002). In a prospective payment system (PPS), rates were derived from inflation
adjusted average allowable rural and urban per diem costs from previous year. The per
diem costs had been standardized for regional cost of living and for case-mix differences
using a system of resource utilization groups. Nursing facilities that delivered substantial
amounts of care to Medicare beneficiaries faced rapid changes in financing that affected
their short-term profitability (Dalton & Howard, 2002). This resulted in closures of
SNFs, particularly those that operated as subunits within hospitals.
In a study to examine the relationship of competition among nursing homes and
the likelihood of their closures or changes in ownership, Castle (2005b) found that
facilities that closed were in markets with higher levels of competition compared to those
that remained in operation. It was further noted that facilities were more likely to be sold
than closed, an option that state and local officials promoted to prevent relocation stress
of residents.
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Results of a study conducted by Angelelli, Mor, Intrator, Feng, & Zinn (2003) to
investigate whether higher rates of nursing home quality citations were associated with
increased risk of voluntary and involuntary facility terminations from the Medicare and
Medicaid certification process, showed that nearly 10% of approximately 14,500
freestanding nursing homes in the US experienced termination from the
Medicare/Medicaid program at some point over the course of a decade. The most
striking characteristic of the terminated facilities was their overall lack of resources.
Facilities that were at greater risk of termination were more likely to be FP facilities
lacking a philanthropic connection to the community and the established financial
reserves that many NFP nursing homes rely on. These findings suggest that terminated
facilities have a whole host of documented quality problems before termination, which
make them less competitive for private pay residents. It becomes a vicious cycle of poor
quality leading to lowered occupancy and increased reliance on Medicaid as a payer
source, which in turn results in lowered revenues and more deficiencies, until the home is
either terminated involuntarily or terminates voluntarily. This finding is contradicted by
a study conducted by Castle (2005a) in which he concluded that nursing facility closures
were relatively rare events even for poor quality facilities. Poor quality facilities are
given several opportunities to correct deficiencies before any drastic measure, such as
closing the facility, is implemented.
A study on ownership conversion by Grabowski and Stevenson (2008) found that
facilities converting from nonprofit to for-profit status were generally declining
performers, while facilities converting from for-profit to nonprofit facilities were
generally improving performers. The authors were not able to find definite answers as to
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why FP nursing homes acquired declining nursing homes and sold off improving nursing
homes.
Role of Nurse Executive
Historical Perspective
Nurse superintendents were first hired by hospital administrators in the mid-19th
century to manage the staff that rendered care to the sick (Alexander, 1997). The first
school of nursing opened in 1873, and the superintendents were given the additional
responsibility of overseeing the education of students. Nurse superintendents were not
promoted to these management positions because of advanced educational preparation.
In fact, lack of education and experience was common. Instead, nurse superintendents
were rewarded for their excellent bedside nursing skills. Often, the reputation of the
training school from which they graduated also determined the kind of management
position she would be offered (Alexander, 1997).
Even today, most nursing home facilities promote people to management from the
ranks (Dana & Olson, 2007). Administrators and nurse executives are often promoted
because they are loyal, perform their job well, and never cause any problems. As a result,
many managers are ineffective because they have never received management or
leadership training, and they cope by simply imitating what someone else did before them
(Dana & Olson, 2007).
The first program for study in nursing administration opened at Teachers College
at Columbia University, New York City in 1899 (Alexander, 1997). The program was 8
months long and graduates were awarded a certificate in "Hospital Economy." The
program was designed to prepare capable nurses for supervisory positions in hospital
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work and to train superintendents who were capable of taking charge of small hospitals
and training schools (Alexander, 1997).
It was not until the 1950s, when universities received funding from the Kellogg
Foundation, that 13 graduate programs for nursing administration were developed
(Alexander, 1997). Traditionally, nurse managers were educated and oriented to function
in a role that consisted of a combination of clinical expertise and human resource
management skills only (Pilon & Gaddes, 1994). Since the mid-1970s, nurses began to
recognize the need for educational programs to prepare nurse administrators who could
function as executives and managers in complex healthcare systems (Blair, 1989). The
knowledge base and skills required for understanding and effectively managing the
overlapping worlds of administration and nursing are the basic concerns in both the
practice and education of the nurse executive (Blair, 1989). Today, the health care
market is creating a need for knowledgeable, creative, and highly skilled nurse executives
with expertise in cost accounting, trend and variance analysis, strategic planning, policy
development, systems analysis, marketing, change management skills, negotiation skills,
coalition development, and a comprehensive understanding of information technology, in
addition to clinical knowledge (Alexander, 1997; McDonagh, 1998). The educational
level of the nurse executive must be equitable with the other members of the executive
team (Parker, 1998).
The nurse executive is a nurse and an executive combining the best elements of
both perspectives in a unique practice area that is a vital part of modern healthcare
management (Blair, 1989). The role of the nurse executive varies from facility to facility.

As the administrator of the largest employee group, the nurse executive plays a central
role in the facility's operation.
A study by Dunham-Taylor (1995) to identify the best style in nurse executive
leadership showed that nurse executives ranked highest by their staff viewed the world as
dynamic. These nurse executives did not waste energy on fighting change, but accepted
it. Burritt (2005) described three critical elements of the nurse executive's role in an
organizational turnaround that included (a) motivating the workforce; (b) creating the
environment; and (c) creating, communicating, and operationalizing a common vision.
These roles are very important functions that strengthen nursing service and engage other
departments and disciplines in a collaborative process of care delivery. Millward and
Bryan (2005) argued that there is a very real danger of leaders being cast in their roles
without an appropriately supportive infrastructure in place to help them initiate and
sustain their leadership attempts. In a study of five Harvard affiliated hospitals in
Massachusetts, Mathena (2002), found that nursing leaders valued mentorship in addition
to hands on experience as key factors to the development of the skills needed to be
successful nurse managers.
Nurse Executives in Hospitals
On examining involvement of hospital nurse executives in financial management
roles, Dwore et al. (1998) found that a high percentage of nurse executives had limited
financial management preparation, competence, and participation in financial
management. Other aspects of their study suggested that nurse executives' involvement
in financial management was progressing toward a mature stage. Hodges and Poteet
(1991) found that nurse executives often do not have the authority to reallocate money
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without their supervisor's approval. This finding is an issue of responsibility without
authority, considering that nurse executives administer sizable nursing budgets.
Dwore et al. (1998) also found that when nurse executives are influential in their
organization, their influence allow them to balance clinical and business factors. This
conclusion is echoed in an interview by Parker (1998) of a fellow nurse executive who
offered her opinion that nurses make the best entrepreneurs because they are the ones that
make everything work in resident care. Parker elaborated that nurses are the ones with
the vision of the outcome and an innate understanding of what each resident needs to
achieve that goal. Davidson (1996) stated that while it is the nurse executive who
understands resident care delivery systems, their involvement at the executive level
depends on the culture of the organization. The success of the nurse executive role can
be enhanced through appropriate organizational structure and recognition of legitimate
power (Davidson, 1996).
Stevens (1981), another nurse executive, hypothesized that the success of the
nurse executive might be a reflection of the match or mismatch of his or her state to the
organization's state. Stevens explained that nurses prefer to work at the things he or she
does best. If a nurse executive has great ability in interpersonal relations, he or she is
likely to see their role as one of coordination; whereas, if a nurse executive is an
exceptional practitioner, she or he is likely to view their role as that of chief clinician.
Therefore, it is very important that the nurse executive be aware of his or her own role
interpretation and that they analyze the interpretation clinically in light of the needs of the
organization (Stevens, 1981).
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Fitzpatrick (2004) explained that nurse executives as leaders must be able to
envision future success and chart the course to achieve that success. She further clarified
that in order to sustain leadership positions; nurse executives must have continued
professional development to further develop skills. The select skills she considered most
valuable for leaders included: decision-making skills, the ability to make judgments about
others, communication skills, and problem-solving skills. An experienced healthcare
executive, Tornabeni (2001) had similar strategy; having started out as a nurse, she had
risen to the top levels of management. The 3 competencies/skills she had acquired were:
conceptual or having a vision, technical managerial/clinical or devising a game plan, and
interpersonal/collaborative or building a team.
Nurse Executives in Long Term Care Facilities
Olson and Zwygart-Stauffacher (2007) surveyed Minnesota and Wisconsin DONs
in nursing homes and found that increased length of service (6 or more years) correlated
with increased satisfaction, while short employment records (2-3 years) negatively
affected satisfaction and were likely to negatively influence quality of care. Of the DONs
surveyed, 60% had a diploma or an associate degree in nursing, both of which generally
have limited content in leadership and management. A theme that emerged from the
qualitative responses was the DONs' frustration with regulations that were perceived as
constraining in their jobs and limiting advancement in quality of care.
In 1984, the National League for Nursing submitted to its members a position
statement on nursing homes (Lodge & Pietraschke, 1986). At a conference in the same
year, the Committee on Nursing Homes gave recommendations that included developing
various models for the continuing education of RN leadership in nursing homes and
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preparing a resolution regarding minimum educational preparation and demonstrated
clinical competence standards for the DONs. A resolution was presented to the
membership at the biennial convention the following year. The resolution called for
substantial change in the preparation and practice of nurse administrators in long-term
care and adoption of the first professional degree in nursing with long-term care
experience as the minimum educational preparation for nurse administrators in long-term
care.
In a literature review, Harvath, Swafford, Smith, Miller, Volpin, Sexson, et al.
(2008) found four studies that evaluated the leadership enhancement programs and eight
studies that examined the outcomes associated with leadership in nursing homes. The
authors concluded that the evidence on the effectiveness of leadership enhancement
programs in nursing homes was relatively weak. Of the four distinct dimensions of a
comprehensive leadership training program, interpersonal skills (communication skills,
inspiration and motivation, and conflict resolution) were referred to most frequently in
the studies as of that date. Clinical skills (use of best practices, research translation, and
person-centered care) received the least attention in all the studies reviewed by the
authors. Studies have addressed all the elements in organizational skills (strategic
planning, visioning, and change theory), while management skills (regulatory
compliance, financial and budgetary planning, employee supervision and mentoring)
have been less well described.
An ethnographic study by Fleming and Kayser-Jones (2008) investigated
leadership from the perspective of the DONs in proprietary nursing homes. The authors
found that the existing conditions when participants entered the DON position influenced

the organizational expectations of the incoming DONs and shaped the participants'
leadership experiences. The authors also observed that strong relationships with the
administrator set the tone for the expectation for teamwork and adoption of changes to
improve resident care. On the other hand, an inconsistent support from administrators led
to hierarchical relationships in which DONs were expected to monitor performance and
maintain stability.
Nurse Executive Education
In order to design an academic program geared toward nurse executives, several
studies were conducted to determine the competencies or cognitive knowledge needed by
nurse executives to function effectively. Freund (1985) cited some reasons for nurse
executives' effectiveness that include competence in general management (finance,
accounting, and computer literacy), nursing knowledge, human management skill, and
total organizational view (fits the nursing organization into a larger organizational
context). Borman and Biordi (1992) believe that a joint graduate nursing/business
administration programs allows mastery of critical business administration skills and
advanced nursing knowledge. In a study to determine knowledge, skills and attributes
needed for nurse and non-nurse executives, Byers, (2000) indicated that there was an
increased but still lagging business focus of nurse executives as compared with other
senior healthcare leaders. Henderson's (1995) study of nurse executive effectiveness
based on Freund's theory (1985) revealed job satisfaction, professional recognition, and
experience as the most important contributors to leadership effectiveness.
An advanced leadership program for senior nurse executives, the Executive Nurse
Fellows Program (ENFP), was developed by the Center for the Health Professions at the
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University of California, San Francisco for the Robert Wood Johnson Foundation (The
Lewin Group, 2007). The ENFP is a 3-year leadership development program geared
toward nurses in senior executive roles who are aspiring to lead and shape improvements
in the delivery of health care in the US. Approximately 30 participants are selected
yearly. The program is designed to enhance each fellow's mastery of the five core
competencies including: (a) self-knowledge, (b) interpersonal and communication
effectiveness, (c) risk-taking and creativity, (d) inspiring and leading change, and (e)
strategic vision. Some of the leadership successes being realized by ENFP alumni have a
positive impact on organizational effectiveness.
Conceptual Framework
Donabedian Framework
The quality of care in nursing homes is multidimensional and has been examined
for years (Zinn, 1998). Not only do residents receive clinical care (medical and nursing
care) but also social and environmental support (Unruh & Wan, 2004). Donabedian's
framework (1966, 1969, & 1988) has been widely applied in the medical literature as a
guide for analyzing quality in the healthcare setting.
Avedis Donabedian (1966,1969, & 1988) enunciated a simple strategy that has
become one of the most widely used frameworks for quality measurement. In the
Donabedian model, quality rests on the "three-legged stool" of structure, process, and
outcomes. Donabedian (1966,1969, & 1988) considered structure to go beyond having
the right equipment and materials in place to include characteristics of the administrative
organization and qualifications of the personnel. The most common example of a
structure quality indicator is the ownership type of a nursing home. In the model, process

refers to the degree to which provider activities conform to the standards and
expectations of their respective professions; this refers to what is done to and for the
resident. For example, the inappropriate uses of restraints are process quality indicators
of nursing home care. Outcomes relate to the results of the process in terms of health and
satisfaction ~ what actually happens to the residents. Examples of these outcome quality
indicators include the development of pressure ulcers, frequency of falls, and mortality
rates.
In several studies (Atchley, 1991; Grabowski, Aschbrenner, Kelly, Vincent, &
Bartels, 2010; Sainfort, Ramsay, & Monat, 1995; Stevenson, Beck, Heacock, Mercer,
O'Sullivan, Hoskins, et al., 2000; Unruh & Wan 2004), the Donabedian framework of
structure-process-outcomes has been adjusted so that it is better suited to the nursing
home environment. Thus, structure pertains to the attributes of the health care setting
such as the physical facilities, equipment, and other physical resources, the financial
status, and also the human resources such as physicians, nurses, dietitians, environmental
workers, therapists, and other personnel. Regarding nursing resources, structure is
concerned with the nursing care model, the quantity, skills, and education of the nursing
staff, and other factors. Process pertains to the activities carried out by the health care
management and staff, including their communications, and the residents and the things
they do for the residents that contribute to the residents' health and well being. In
nursing, process includes the assessment, planning, delivery, and evaluation of nursing
care. Outcomes pertain to the residents' health and welfare, which includes resident
satisfaction, functional status, recovery from illness, mental and social health,
management of pain and chronic illness, and other factors (Atchley, 1991; Grabowski,
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Aschbrenner, Kelly, Vincent, & Bartels, 2010; Sainfort, Ramsay, & Monat, 1995;
Stevenson, Beck, Heacock, Mercer, O'Sullivan, Hoskins, et al., 2000; Unruh & Wan
2004). The outcomes can be either positive or negative (Unruh & Wan, 2004).
The interrelationship of structure and process, in addition to individual resident
characteristics, dictates the final outcome of residents. Some studies do not show a direct
or obvious relationship between structure and process and the eventual outcome (Unruh
& Wan, 2004). However, it is implied in Donabedian's framework (1966) that when
good structural components are in place, better outcomes will be produced (Hillmer,
Woodchis, Gill, Anderson, & Rochon, 2005).
Katz Model
Robert L. Katz was assistant professor at the Amos Tuck School of Business
Administration, Dartmouth College when he developed the model for effective managers
(Katz, 1974). Since then, he has taught in the graduate schools of business at Harvard
and Stanford, written three textbooks, and helped found five industrial or financial
companies. Until recently, he was president and chief executive officer of U.S. Natural
Resources, Inc. Now, he heads a consulting firm specializing in corporate strategy and is
a director of a number of publicly held corporations.
When his model was first published in 1955, many companies were energetically
trying to identify the personality traits of the ideal executive. He wrote the article about
the traits of the ideal executive (Katz, 1974) to draw attention away from that effort and
toward identifying skills an effective executive demonstrates. He pointed out that
management should be concerned about what a person can do rather than what he is. He
has observed three basic skills that every successful manager must have in varying
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degrees according to their position in the organization. Human skill is the executive's
ability to work effectively as a group member and to build a cooperative effort within the
team he/she leads. Technical skill implies an understanding of, and proficiency in, a
specific kind of activity, particularly one involving methods, processes, procedures, or
techniques. Conceptual skills involve the ability to see the enterprise as a whole, now
known as general management point of view. It includes recognizing how the various
functions of the organization depend on one another, or how changes in any one part
affect all the others. Conceptual skills extend to visualizing the relationship of the
individual business to the industry, the community, and the political, social, and
economic forces of the nation as a whole (Fralic, 1987; Fralic & O'Connor, 1983b; Katz,
1974).
Katz explained that at the lower levels of administrative responsibility, the
technical skills are indispensable to efficient operation, but as the administrator moves
away from the actual operation, the need for technical skill become less important,
provided he or she has skilled subordinates and can help them solve their own problems.
Katz further explained that human skill, the ability to work with others, is essential to
effective administration at every level, while the conceptual skill becomes increasingly
critical in more responsible executive positions where its effects are maximized and most
easily observed (Katz, 1974).
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Technical skills

Conceptual skills
Human skills

Figure 1
Illustration of the Katz model, adapted from Dana & Olson (2007). Permission granted
by Dana.

As shown in Figure 1, the importance of the three basic types of skills will shift as
a manager assumes greater responsibilities (Dana & Olson, 2007). Technical skills are
important for the beginning manager, but less important for the senior manager. In
addition to demonstrated management skills and the ability to function effectively with
multidisciplinary groups, the nurse executive must have demonstrated clinical knowledge
and competency (Sasser & Leonard, 1980). The need for effective relational skills or
human skills becomes more important as the manager has an increased span of control,
negotiates for resources, and attempts to influence results. The nurse executive must be
able to harmonize the demands of the organization, demands of the nursing workforce,
and demands of individual subordinates with the requirements of the work of the nursing
division (Sasser & Leonard, 1980). Conceptual skills are essential for senior managers.
Conceptual skills include good judgment, foresight, intuition, creativity, effective
planning, problem solving, and coordination of the various organizational functions
(Dana & Olson, 2007). To be able to carry out the strategic function effectively, Sasser
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& Leonard (1980) suggest for a nurse executive to have a minimum of 10 years
appropriate experience with significant responsibility at upper management levels.
Theoretical Model
The theoretical framework for this study is a combination of the Donabedian
framework (1966) and Katz's model (1974) merged into a single model that organizes
variables according to categories of structure, process, and outcome. This was necessary
to answer the broad set of questions in this study. While the main focus of this study was
to test the relationships of organizational characteristics, the nurse executive role, and
quality outcomes provided by the Donabedian framework as it exists in nursing homes, it
was necessary to look also at specific attributes of the nurse executives that make the
relationships. The attributes of the nurse executives are provided by the Katz model.
Table 3 specifies the variables for each category described by Donabedian. Included in
category II or process variables are the nurse executives' skills taken from the Katz
model.

Table 3. Variables in the Study
Category I
Structure Variables
Total number residents
Total resident days
Ownership type
RN hours per resident per
day (HPRPD)
LPN HPRPD
CNA HPRPD

Category II
Process Variables
Nurse Executives'skills:
Technical
Human
Conceptual

Category III
Outcome Variables
Financial performance
Net revenue
Facility quality outcomes
Health deficiencies
Fire safety deficiencies
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Summary of Literature Review
Old Age Assistance (OAA), a program developed through the Social Security Act
(SSA), was established in 1935 (Long-Term Care Education, n.d.; Nursing Homes, 1999;
Stevenson, n.d.). This program gave cash payments to poor elderly people regardless of
their work record. OAA is important in the history of long-term care because it later
spawned the Medicaid program, which has become the primary funding source for
nursing homes today (Stevenson, n.d.). In 1950, SSA was amended and required states
that received federal matching funds to create systems for licensing of nursing homes
(Ogden & Adams, 2008). During this time, graduate programs were begun for nursing
administration (Alexander, 1997). In 1956, the government became the primary
purchaser of nursing home care with another SSA amendment to eliminate the cap on the
payment to medical providers (Ogden & Adams, 2008). Medicare and Medicaid were
established in 1965 to fund health care services, including nursing home services.
Regulatory changes to reduce cost and improve the quality of care often resulted in
nursing home closures (Ogden & Adams, 2008; Nursing Homes, 1999; Stevenson, n.d.).
The Joint Commission on Healthcare Organization created their first accreditation
program for nursing homes in 1966. The following year, Medicare/Medicaid was
amended requiring skilled nursing facilities to have at least one full time RN on staff.
There are three types of nursing home ownership: for profit, government owned,
and not for profit (Luksetich, Edwards, & Carroll, 2000). For profit nursing homes,
having mostly Medicaid residents and therefore generating low revenues, are also
associated with poor nursing care. In a study by Harrington, Woolhandler, Mullan,
Carillo, & Himmelstein (2001), they noted that smaller facilities were less likely to have
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quality of life deficiencies. Several studies revealed that nurse executive tenure is
associated with good resident outcomes (Olson & Zwygart-Stauffacher 2007). Facilities
with good outcomes were also noted to have active quality improvement programs which
are usually initiated by the nurse executive. As early as the mid-1970s, nurses began to
recognize the need for educational programs to prepare nurse administrators who could
function as executives and managers in complex healthcare systems. Many studies
(Abedzadeh & Heine, 1992; Aroian, Patsdaughter, & Wyszynski, 2000; Krichbaum,
Johnson, & Ryden, 1992; Olson & Zwygart-Stauffacher, 2008; Vaughn-Wrobel &
Tygart, 1993) concurred that a high percentage of nurse executives in nursing homes do
not have the educational preparation and competencies needed for their role. These
studies also noted that most of the nurse executives are still being promoted from the
ranks for being good clinicians and receive on the job training which makes them
uncomfortable in their role. This discomfort leads to high turnover rates (Krichbaum,
Johnson, & Ryden, 1992).
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CHAPTER III
METHODOLOGY
This chapter explains the procedures applied in conducting this study. In
addition, the sample characteristics are described and limitations of the study are
explained.
Research Design
A descriptive correlation design was applied to this study. A descriptive
correlation study is a non-experimental design which describes the relationship among
variables. This study was designed to determine the relationship between the nurse
executives' technical, human, and conceptual skills and the facilities' financial
performance and quality outcomes. Further, this study examined whether or not
significant differences exist between the perceptions of the chief executive officers
(CEO) and nurse executives regarding the required knowledge and competencies of the
nurse executive in nursing homes.
Protection of Human Subjects
An approval by the University Institutional Review Board (IRB) was obtained
before conducting the study. The study was approved as "exempt" because it is nonexperimental, and there was no contact between the subjects and the researcher.
Setting
The 281 long term care facilities in Virginia are distributed into 5 regions, 32.2%
are located in central region, 24.4% are in coastal region, 16.3% are in the valley region,
14.3% are in the mountain region, and the remaining 12.8% are in northern region.
These regions were based on regional designations from the Office of the Governor, not
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from the planning regions used by Department of Health. Majority of these facilities
were for profit (68.8%) and only 2.6% were government owned. The total number of
Medicaid certified beds for each facility varied from 14 to 343, with majority (67%)
having 50-149 beds.
Population
The population of interest in this study included all the CEOs and nurse
executives of the 281 nursing homes in Virginia.

The list of nursing homes was

obtained from the Nursing Home Compare website maintained by Medicare/Medicaid.
Study Sample
Characteristics of the CEO and nurse executives for Virginia nursing homes that
participated in this study are similar. They are more likely to be older (between 50-59
years of age), mostly female, and married. Nurse executives had nursing home
experience ranging from 2 to 22 years, with an average of 10 years (SD=6), while CEOs
ranged from 1 to 36 years, with an average of 11 years (SD=9). The reported length of
time at current job for nurse executives ranged from 1 to 18 years, with an average of 6
years (SD=5) while CEOs reported 1 to 35 years at present job with an average of 7 years
(SD=8). More than half of nurse executives (55%) and nearly half of CEOs (44%) had
been in their job less than 5 years, which indicates a high turnover rate for both groups.
Sample characteristics are in Table 4.
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Table 4
Sample Characteristics
Personal
Characteristics

Nurse Executives
Mean (sd)

Age (years)
<30
30-39
40-49
50-59
_>60

n

Chief Executive Officers
%

50.40(9.3)

Mean (sd)

n

%

47.36(11.6)
1
4
15
23
5

2.1
8.3
31.3
47.9
10.4

4
11
11
14
7

8.5
23.4
23.4
29.7
14.9

Gender
Male
Female

1
48

2.0
98.0

19
30

38.8
61.2

Marital Status
Single
Married

17
32

34.7
65.3

6
43

12.2
87.8

12
15
9
5
5

26.1
32.6
19.6
10.9
10.9

17
16
3
0
3

43.6
41.0
7.7
0
7.7

Length of nursing
homes experience
in years
<5
5-10
11-15
16-20
>20
Length of
employment at
present job in
years
<5
5-10
11-15
16-20
>20

10.9(8.8)

9.5(5.6)

6
7
7
1
1

27.3
31.8
31.8
4.5
4.5

7.21(7.9)

6.02(5.0)
23
10
5
4
0

54.8
23.8
11.9
9.5
0
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As expected, CEOs manage slightly higher number of FTEs. Nurse executives
belongs to professional organizations more than the CEOs, in addition to seeking more
certifications in their field. Professional attributes are in Table 5.

Table 5
Professional Attributes
Nurse Executives
Mean (sd)
Number of FTEs
Managed
<100
100-199
200-299
300-399
400-499
500-999
Professional
Organizational
Membership
0
1
2
3
4
5
Number of
Certification
1
2
3
4

Chief Executive Officers

n

%

28
10
4
1
1
1

62.2
22.2
8.9
2.2
2.2
2.2

1
9
8
2
2
1

4.3
39.1
34.8
8.7
8.7
4.3

16
4
0
1

76.2
19.0
0
4.8

1.91(1.2)

Mean (sd)

n

%

16
20
10
2
1

32.7
40.8
20.4
4.1
2.0

12
7
3
1

52.2
30.4
13.0
4.3

14
1
0

93.3
6.7

1.70(.88)

1.33(.73)

1.07(.26)
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CEOs and nurse executives are compensated similarly with wages of greater than
$75,000 annually for the majority of respondents (See Table 6).

Table 6
Salary Range
Nurse Executives
n=47

Chief Executive Officers
n=46
n
%

Q

%

40,000-49,999

1

2.1

50,000-74,999

3

6.5

60,000-74,999

14

29.8

75,000-99,999

24

52.2

75,000+

32

68.1

100,000+

19

41.3

Total

47

100.0

Total

46

100.0

As is illustrated in Table 7, the highest percentage of Virginia nurse executives in
nursing homes received their basic education at either an associate's or bachelor's level.
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Table 7
Basic Education of Nurse Executives
Type of Program

n

%

Diploma

3

6.1

Associate Degree

23

46.9

Bachelor's Degree

23

46.9

Total

49

100.0

A greater percentage of nurse executives of Virginia nursing homes have pursued
higher education at the Master's level, although the majority still hold Bachelor's degree
(See Table 8).
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Table 8
Highest Level of Education of Nurse Executives
Type of Program

n

%

Diploma

3

6.8

Associate Degree/Nursing

10

22.7

Baccalaureate/ Nursing

16

36.4

Baccalaureate/other

2

4.5

Master's degree/Nursing

11

25.0

Master's degree/other

2

4.5

Doctorate/ Nursing

0

0

Doctorate/other

0

0

Total

44

100.0

As is illustrated in Table 9, CEOs have higher educational achievement, reaching
the PhD level with the majority receiving bachelor's or master's degrees.
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Table 9
Highest Level of Education of Chief Executive Officers
Type of Program

n

%

No Degree/Associate

2

4.1

Baccalaureate

23

46.9

Master's Degree

22

44.9

Doctoral Degree

2

4.1

Total

49

100.0

A small percentage of the respondents did not prefer any educational preparation
of the nurse executive, but the majority indicated they would prefer nurse executives to
have master's degrees in nursing or combined with health care administration (See Table
10).
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Table 10
CEOs' Preferred Educational Preparation of Nurse Executives
Type of Program

n

%

Baccalaureate

2

4.5

Master/Nursing (MSN)

16

36.4

Master/Business Administration (MBA)

2

4.5

Master/Healthcare Administration (MSHA)

6

13.6

MSN/MBA

7

15.9

MSN/MSHA

11

25.0

Total

44

100.0

Methods
Measurement/Instrument
The survey instrument used for this study is an adaptation of instruments used in
two previous studies; management skills for directors of nursing questionnaire was
developed by Toni Smith (1993) and, determining the knowledge and competencies
required by the acute care hospital nurse executive of the future was developed by
William O'Neal (1990). Both studies measured the nurse executives' skills and
competencies based on Katz's model (1974) of technical, human, and conceptual skills.
Both of these studies were conducted in acute care settings for the purpose of developing
educational programs in nursing administration. Permission to use the instruments was
obtained from Smith (1993).
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The instrument used by Smith (1993) was validated by a 10-member panel of
nursing experts to judge each skill for content relevance. The instrument provided selfassessment of performance of the management skills in the three domains of human,
technical, and conceptual skills for each nurse executive. The content validity index for
the entire instrument was found to be .966 (Smith, 1993). Ten directors of nursing
(DON) were asked to pilot test the instrument to determine item consistency, and
reliability was found to be good. The instrument developed by O'Neal (1990) was
validated by six practicing experts in nursing administration and healthcare
administration. The instrument provided an assessment by chief executive officers in
addition to self-assessment of performance of the management skills in the three domains
of human, technical, and conceptual skills for each nurse executive. A pilot study was
also performed to establish internal consistency of the instrument which yielded a
reliability index of .97 (O'Neal, 1990).
The instrument created for this study consists of three sections. Section 1
included 63 items meant to determine the perceptions of chief executive officers and
nurse executives regarding the degree of importance of specific knowledge and
competencies relating to specific skill areas of the nurse executive in nursing homes.
Section 2 consisted of the same 63 items to determine the perceptions of chief executive
officers and self-assessment of nurse executives regarding the actual knowledge and
competencies relating to specific skill areas of the nurse executive in nursing homes in
order to function in their role. A Likert-type scale, which is a measure that asks
individuals to check the extent of their agreement or disagreement with various
statements about a topic, was used to solicit responses to items in the first two sections
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(Clason & Dormody, 1994). There were five response options: 5 = very important, 4 =
important, 3 = neither important nor unimportant, 2 = unimportant, and 1 = of no value.
Section 3 consisted of 10-items meant to elicit demographic data from participants.
Content Validation
Validation of the instrument for the current study was accomplished by using the
content validation procedure suggested by Borg and Gall (1971). As specified by this
procedure, five experts in the area of nursing administration and long term care
administration were identified and requested to review (a) the degree to which the items
on the survey instrument actually measure the knowledge and competencies of nurse
executives in nursing homes, and (b) the degree to which required competencies assigned
to the technical, human, and conceptual skill levels in Katz' model (1974) of effective
skills for executives are appropriate. A cover letter along with the actual instrument was
sent to the experts for their review. The experts were given 3 weeks to complete the
review.
Of the five experts, only four completed the validation survey, but all five
completed the sample survey instrument. One expert disagreed with the defining
characteristics of each of the 3 skills because of the term observable in the validation
tool. There was no recommendation to change the instrument, and the expert commented
that the tool was a well-written instrument that allows the reviewer to rate defined areas
of knowledge required for the nurse executive position. Therefore, no modifications
were made on the instrument. Appendix B summarizes comments from the validation
survey; Appendix C lists the five experts who validated the survey instrument for this
study.
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Survey Format and Delivery
Rapid turnaround in data collection and the economy of the design prompted the
use of a survey for this study. A survey design provides a quantitative or numeric
description of trends, attitudes, or opinions of a population (Creswell, 2003).
A web-based delivery of the survey was selected because of the ease of
accessibility. Web-based survey can be reached by respondents at any location at any
time that is most convenient to the respondent (Crawford, McCabe, & Pope, 2005).
Questions were standardized, thereby making measurements more precise by enforcing
uniform definitions upon the participants.
To promote consistency and quality in the survey, the web-based survey standards
developed by Crawford, McCabe, & Pope (2005) were followed. The web-based survey
standards fall into four categories: screen design, questionnaire writing, respondent
communications, and process standards. The general screen design contained no
background color or images to prevent a problem with contrast where text may become
difficult to read. To access the survey, participants had to enter the password provided to
them in the first mailing. The second page asked for the responders' consent to
participate in the study. Contact information was placed on the upper right corner of each
screen for respondents to use if they came across a problem. To help identify where the
contact information ended and the survey question began, a thin line of separation was
placed immediately below the contact information that extended the entire width of the
screen. Additionally, a blue line was used to separate the questions and responses from
the survey navigation buttons. A progress indicator that showed a linear relationship
between the number of items completed and the total completion of the survey was used
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to increase completion rates. The text was in 12-point font, black color, using bold font
format for all questions, while regular font format was used for response categories.
Instructions were placed in parentheses in an italics font format. To ease survey
navigation, a "next screen" or "next question" was displayed in the lower left corner of
the screen on all pages.
Procedure
Following the Dillman Total Design Method (1978) on mail and internet surveys,
the prospective participants were notified by mail. The first mailing was a short advance
notice to all the chief executive officers and nurse executives in nursing homes
explaining the purpose of the study and requesting the recipient's participation. The
second mailing was to direct the participants to the web survey and to provide them with
a password to access the survey. These mailings were distributed about 1 week after the
advance notice letter. A reminder postcard was sent if the survey had not been returned
within 5 weeks following the initial mailing.
Two weeks after the postcard reminders were sent, responses to the web survey
were noted to have a very low response rate. A permission to modify the study was
obtained from the university IRB. The fourth mailing consisted of a personalized cover
letter with a handwritten signature that was mailed to nonrespondents, reminding them of
the survey and including their password to the web survey again. A mail-in questionnaire
was also included to allow them a choice of completing the survey either electronically or
by mail. A postage-paid return envelope was included in the survey. Since names of the
executives were not known, the letters were sent with appropriate titles. Completion of

66
the mail-in survey served as consent to participate. The total response rate for this survey
was 12.9%.
A second modification was again obtained from IRB chair to allow the researcher
to call non-responders and ask them if they would consider completing the survey at this
time. A decision was made to eliminate continuing care facilities because they provide
different levels of care ranging from independent living in an apartment to assisted living
to full time care in a nursing home, thus reducing the total population to 532 (266
facilities). The respondents were then given a choice of whether they would take the
survey electronically or by mail. E-mail addresses were obtained for those who preferred
to complete the survey electronically, so the passwords could be mailed. For the mail-in
questionnaires, names were obtained, so the letter could be addressed specifically to the
executive. Some executives indicated that their secretaries often discarded mailings that
were not specifically addressed to them. After completion of the survey, data were
entered into SPSS. Responses were matched with the corresponding facility identified
only by facility number. None of the participants were identified by name.
Data Analysis
Power Analysis
A statistical power analysis was conducted and confirmed by a statistician
indicating a need for a sample size of 106 for t-tests, 82 for multiple regression and 132
for correlation studies. The post hoc power analysis was run with G*power 3.0.10
(Erdfelder, Faul, & Buchner, 1996). The standard convention of running the power
analysis was used anticipating a medium effect size (Cohen, 1977). The number is the
effect size line in each of the results sections.

The alpha level was set to .05 which means that 95 times out of 100, the same
results are obtained or 5 times out of 100 will be wrong. Power is l-(3 (Beta), or the
probability of being correct when the hypothesis is true (power to detect a significant
effect when one truly exists). In all cases, the preference is to obtain a power of .80 at
minimum.
Likewise, a sample analysis was completed to verify the number of participants
needed to obtain accurate assessments. The findings are shown in Appendix B-E.
Statistical Methods
All analyses were completed in Statistical Package for the Social Sciences v. 18
(SPSS). Sample characteristics (e.g., mean, standard deviation, etc.) were calculated for
the key variables of the study- "net revenue", "total resident days", "ownership",
"number of residents", "RN hrs per resident day", "LPN hrs per resident day", "CNA hrs
per resident day", "health deficiencies", "technical knowledge", "human knowledge",
"conceptual knowledge", "technical competency", "human competency", and
"conceptual competency". All statistical analyses used a significance level of .05 as the
standard to determine statistical significance. Thus, if a given statistical analyses resulted
in a p value of less than .05, there is less than a 5% probability that the result is
invalid/not true.
Variables
Independent
The independent variables consist of the data obtained from the web-based survey
that contains (a) personal characteristics of nurse executives including age, gender,
highest education and basic nursing education, length of service as nurse executive,
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marital status, race, income, length of professional nursing experience; (b) personal
characteristics of chief executive officers including age, gender, highest education, length
of service as administrator, marital status, income; (c) institutional facts including fulltime equivalents and vacancies, nursing hours per resident day; and (d) skill levels in the
three domains (human, technical and conceptual) measured in ordinal scale.
Other independent variables consist of the facility characteristics such as (a) type
of ownership, (b) occupancy rate, (c) bed size, and (d) income from Medicaid as a
percentage of total operating income.
Dependent
The two outcome indicators are the financial performance of the facility and the
quality indicators for the residents and facility. The financial performance variable
includes the (a) operating revenue, (b) operating expense, (c) assets and liabilities, and (d)
profit margin. The second dependent variable includes the (a) number of health
deficiencies, (b) number of fire safety deficiencies, and (c) delivery of care quality
measures.
Limitations
The findings in this study are limited by several factors. First, the sample size
(low response rate) is too small to support broad generalizations to nurse executives in
Virginia nursing homes. Despite several attempts to increase the sample size by
modifying the procedure, only a small increase was realized. The fact that cover letters
and mailing envelopes did not have names for CEOs and nurse executives likely had a
negative effect on the response rate. The low response rate may have been also due to
negative perceptions of CEOs and nurse executives about the value of research. There
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Table 11
Research Questions and the Corresponding Statistical Analyses
Research Question

Statistical Analyses

#1 Is there a difference between the CEOs'
and nurse executives' perceptions of the
importance of human, technical, and
conceptual skills and competencies of
nurse executives in nursing homes for
effective management?

Independent samples t-test

#2 Is there a relationship between the
human, technical, and conceptual skills
possessed by nurse executives in nursing
homes and the financial performance and
quality indicators of the facility?

Multiple regression analysis

#3 Is there a relationship between the
human, technical, and conceptual skills
possessed by nurse executives in long-term
care and their level of education?

One-way Analysis of Variance (ANOVA)

#4 Is there a relationship between the
financial performance and quality
indicators of long-term care facilities and
the level of education of nurse executives?

One-way Analysis of Variance (ANOVA)

#5 Is there a relationship between the
facility's financial performance and quality
indicators?

Multiple regression analysis

Limitations continued
may not have been confidence on how the findings can enhance their practice. This
supports the findings of Abedzadeh & Heine (1992) that showed activities in research to
be low for both importance and participation by nurse executives. Further, there may
have been suspicions of LTC executives regarding inquiry into their business of
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managing facilities and learning about their abilities to create a successful working
environment. It is also possible that the executives did not have adequate time to do
paperwork outside of their basic responsibilities. As well, there may have been a lack of
access and familiarity with completing web-based survey.
A second limitation is the missing data. There were omissions in both
demographics and skills areas. Some participants may have omitted the responses to
questions by overlooking the text altogether because it was on the back page on the mailin questionnaires. Other respondents may have intentionally left some questions blank.
Two facilities did not have state inspections posted on the Nursing Home Compare
website, which is used for quality indicators, while 16 of the facilities did not have
financial data available from Virginia Health Information.
Finally, the length of the survey (63 items) may have deterred the executives from
participating in the study. The estimated time to complete the survey was 20 minutes.
Still, it may have been difficult for busy professionals to dedicate this amount of time to
this activcity.
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CHAPTER IV
RESULTS
Results reveal that while CEOs and nurse executives agree which elements are
important for nurse executives effectiveness as managers, their perceptions vary as to
importance of knowledge versus competence in those areas. For conceptual skills, they
both believe problem solving as significant aspect of nurse executives job. For human
skills, they consider communication, conflict management, and team building very
essential; for technical skills, CEOs and nurse executives agree that team nursing as a
delivery model to be most useful. They also deem quality management, need for change,
and all of management functions including planning, organizing, directing, collaborating,
evaluating, delegating, prioritizing, and advocacy vital for the nurse executives' practice.
Technical knowledge showed strong relationship with the facility's financial
performance. The strength for this prediction did not come from knowledge and
competence in long term care economics which scored low in importance for both CEOs
and nurse executives. Nurse executives in LTC in Virginia possess strong basic
management skills necessary for the daily operation of their area of responsibility. Total
number of residents is the only variable that uniquely predicted financial performance.
Results specific to each research question are discussed next.
Research Question 1
Is there a difference between the CEOs' and nurse executives' perceptions of the
importance of human, technical, and conceptual skills and competencies of nurse
executives in long-term care for effective management?
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There were no statistically significant differences between CEOs' and nurse
executives' perceptions of the importance of human, technical, and conceptual skills and
competencies. Both CEOs and nurse executives rated most levels of knowledge and
competencies between "important" and "very important." However, differences existed
between the nurse executives' and CEOs' perceptions of knowledge and competence in
all three skill levels. The nurse executives perceived knowledge as more important,
while CEOs rated competence as more important for effective management. Both nurse
executives and CEOs rated human skills as the most important of the three skill levels.
Further, when subsets of skills were examined, it was found that significant gaps existed
in their perceptions of the importance to be competent in human resource management,
nursing delivery models, long term care economics, and program planning. CEOs
expected nurse executives to be competent in those areas. Inversely, nurse executives
perceived that competence in health care technology is important for their practice.
Research Question 2
Is there a relationship between the human, technical, and conceptual skills
possessed by nurse executives in nursing homes and the financial performance and
quality indicators of the facility?
Net revenue was used as the variable for financial performance. Net revenue is
the result of the facilities' ability to generate revenues and the ability to control costs.
For quality outcomes, two variables were used: health deficiencies and fire safety
deficiencies. There are eight subcategories for health deficiencies, including
mistreatment of residents, quality care, resident assessment, resident rights, pharmacy
service, environmental deficiency, nutrition and dietary, and administration deficiency.
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Table 12
Mean Responses to Skill Levels
Nurse Executives
n==49
Knowledge
Competencies

Chief Executive Officers
n;=49
Competencies
Knowledge

Mean, (SD)
Range

Mean, (SD)
Range

Mean, (SD)
Range

Mean, (SD)
Range

Technical Skills
(38 items)

4.45* (.59)
3.56-4.90

4.43 (.61)
3.57-4.90

4.32 (.63)
3.55-4.80

4.38 (.62)
3.61-4.92

Human Skills
(20 items)

4.49 (.62)
4.02-4.89

4.46 (.64)
3.98-4.83

4.39 (.63)
3.86-4.80

4.43 (.62)
3.90-4.82

Conceptual skills
(7 items)

4.42 (.62)
3.82-4.92

4.37 (.69)
3.83^1.86

4.30 (.67)
3.82-4.86

4.36 (.67)
3.94-4.90

Skill Level

*Possible range: 1 = of no value, 2 = unimportant, 3 = neither important nor unimportant, 4 = important, 5
= very important.

Research Question 2 continued
The regression model did not result in significant prediction of financial
performance, R2 =. 14, F (6, 59) =1.48, p =.20, health deficiency, R 2=Q1, F (6, 68) =.74,
p =.62, or fire safety, R2 =.04, F (6,68) = .47,p =.83.
Hierarchical multiple regression model was used to determine how much each
independent variable improved the overall prediction of the dependent variable. Each
independent variable was entered into the regression equation separately or into its own
block. As shown in Table 13, technical knowledge was the first variable entered,
showing strong relationship in most of the steps. It remained significant after controlling
for all the other variables in Step 6. None of the other variables showed strong
relationships.
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Table 13
Hierarchical Multiple Regression Analysis Predicting Facility's Financial Performance
(Net Revenue)
Variable

P

SEb

p-value

Technical knowledge score

-.28

.13

.03*

[-.53, -.03]

Technical knowledge score

-.34

.16

.04*

[.65, .02]

Human knowledge score

.09

.16

.58

[-.23, .41]

Technical knowledge score

-.35

.17

.04*

[-.68, -.02]

Human knowledge score

.06

.19

.74

[-.31, .44]

Conceptual
score

.05

.19

.79

[-.32, .42]

Technical knowledge score

-.37

.24

.12

[-.84, .09]

Human knowledge score

.07

.19

.74

[-.31, .44]

.05

.19

.78

[-.32, .42]

.03

.20

.89

[-.37, .43]

Technical knowledge score

-.40

.25

.11

[-.89, .08]

Human knowledge score

.17

.27

.57

[-.69, .69]

Conceptual knowledge score

.04

.19

.82

[-.33, .41]

Technical competence score

-.09

.24

.72

[-.38, .55]

Human competence score

-.12

.25

.64

[-.61, .13]

Predictor

95% CI

Stepl

Step 2

Step 3

knowledge

Step 4

Conceptual knowledge score
Technical competence score
Step 5
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Table 13 continued
Hierarchical Multiple Regression Analysis Predicting Facility's Financial Performance
(Net Revenue)
Variable

P

Technical knowledge score

-.50

.25

.047*

[-.99, -.02]

Human knowledge score

.55

.34

.12

[-.12, 1.23]

Conceptual knowledge

-.41

.31

.19

[-1.02, .10]

.03

.23

.90

[-.43, .49]

Technical competence score

-.48

.32

.13

[-1.10, .14]

Human competence score

.59

.32

.07f

[-.04, 1.22]

Predictor

SEb

p-value

95% CI

Step 6

score

Conceptual competence
score

R2

.14

F

1.48

"p<-05

fp<.10

Research Question 3
Is there a relationship between the human, technical, and conceptual skills (DV)
possessed by nurse executives in long-term care and their level of education (IV)?
A series of one-way ANOVAs did not demonstrate statistically significant
differences between different levels of nurse executives' education and their perceptions
of the importance of human, technical, and conceptual skills. These findings may be due
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to a small percentage (29.5%) of nurse executives who had advanced degrees where
knowledge and competencies for most of the technical and all of the conceptual skills are
taught (Kleinman, 2003; Vaughan-Wrobel, Wittenauer, & Tygart, 1993). Two studies
(Rowles, 1995; Scoble, 2003) have shown financial management, including economics,
budgeting, and accounting as being an important content area for a management
curriculum in order to prepare future nurse executives with challenges in scarce human
and capital resources.
Research Question 4
Is there a relationship between the financial performance and quality indicators
for long-term care facilities and the level of education of nurse executives?
A series of one-way ANOVAs did not demonstrate statistically significant
differences between different levels of nurse executives' education and the financial
performance and quality indicators of the facility.
Research Question 5
Is there a relationship between the facilities' financial performance and quality
indicators?
The hierarchical multiple regression was again used by entering the indicator
variables in the first block, followed by the dummy coded ownership variables, and then
the facility-related variables into their own block last. The results from this regression
suggested that the facility-related variables, total number of residents and total patients
days were highly correlated with each other. Specifically, for total number of residents,
the Tolerance statistic was small (.072) and the VIF statistic was quite large (13.970).
For total patient days, the Tolerance statistic was small (.072) and the VIF statistic was
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quite large (13.964). Therefore, multiple regression model was run again without total
patient days, which suggested that multicollinearity was not an issue.
The results of the multiple regressions did not support the hypothesis. While the
regression model resulted in significant prediction of the facilities' financial performance,
R2 =. 79, F(5, 256) =190.11, p<001, and suggests that together, all of the variables in the
model explain 79% of the variation in the facilities' financial performance, neither health
deficiencies {B = -.01, p = .99), nor fire safety deficiencies (B= .04, p=. 79) uniquely
predicted the outcome when statistically controlling for other variables in the model (See
Table 14).
Health deficiency indicator initially showed strong relationship with financial
performance until facility characteristics were added in step 3. Fire safety and type of
ownership did not show any relationship with financial performance.
However, after controlling for other variables in the model, the total number of
residents (B = 71949.48, p < .001) was the only variable that uniquely predicted financial
performance. Specifically, for every one unit increase in the total number of residents,
there was a $71,949 increase in the facilities' net revenue (t(251) = 29.30, p <.001, B =
.88, 95% CI[67113.68, 76785.28]. Analysis of collinearity statistics suggest that the
multicollinearity among model variables is not biasing the model (VIF ranged from 1.02
to 1.10).
Table 15 summarizes the important variables. As the table shows, the cumulative
mean value for technical skills is higher because there were more subgroups in that area
since it encompasses the functions related to the daily operation of the facility.
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Table 14
Hierarchical Multiple Regression Analysis Predicting Facility's Financial Performance
(Net Revenue) by Facility Characteristics and Quality Indicators

P

SEb

p-value

Health deficiency

.23

.06

.00**

[.11, .35]

Fire safety

.11

.06

.07f

[-.01, .23]

Health deficiency

.22

.06

.00**

[.10, .34]

Fire safety

.10

.06

.11

[-.02, .22]

.02

.06

.72

[-.10, .14]

-.09

.06

.15

[-.21, .03]

Health deficiency

.00

.00

.99

[.00, .00]

Fire safety

.01

.03

.79

[-.05, .07]

Government ownership

-.02

.03

.41

[-.08, .03]

Nonprofit ownership

-.05

.03

.09f

[-.11, .01]

Total number residents

.88

.03

.00**

[.82, .94]

Predictor Variable

95%CI

Stepl

Step 2

Government ownership
Nonprofit ownership

Step 3

R2

.79
190.11**

^<.05, **p <.001,><.10
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The wide variation in net revenue ranging from $380,700 to $27,661,000 is
related to the size of facilities and the occupancy rates represented by total patient days.
Sixty seven percent of nursing homes had certified beds between 50 -149.
Health deficiencies varied from 0 to 39 with an average of 8 (SD=6). The mode
was 0 for all subcategories except for quality care which had a mode of 1. The highest
number of deficiencies was 9 for quality care and 9 for environmental deficiency.
Quality care deficiencies are those whose care does not meet the professional standard of
quality such as inability of the nursing staff to provide intervention in a timely manner.
An environmental deficiency is the inability of the facility to provide a safe environment
to prevent accidents such as falls.
Fire safety deficiencies ranged from 0 to 15, with an average of 3 (SD= 3). The
mode is 0 for all subcategories but deficiencies with miscellaneous fire category had the
highest number of deficiencies (4).
Summary
In summary, CEOs and nurse executives rated human skills as most important for
nurse executive effectiveness. Skills particularly valued included problem solving, need
for change, communication, conflict management, team building, and the basic
management skills of planning, organizing, directing, collaborating, evaluating,
delegating, prioritizing, and advocacy skills.
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Table 15
Summary Statistics of Independent and Dependent Variables
N

Mean

SD

Minimum

Maximum

Technical knowledge
score

85

157.13

11.04

126

178

Human knowledge
score

89

88.80

7.72

64

100

Conceptual knowledge
score

95

30.43

3.02

24

35

Technical competence
score

84

157.88

11.54

55

125

Human competence
score

90

89.02

6.74

74

100

Conceptual competence
score

94

30.48

3.27

21

35

Financial performance
(Agency net revenue)

253

$380763

$27660985

Health deficiency

260

8.08

6.35

39

Fire safety

260

2.95

2.87

13

Number of residents

260

102.92

54.33

357

Number of patient days

253

38862.33

20148.25

$7894297.25 $4377552.36

2174

126329
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CHAPTER V

DISCUSSION, CONCLUSIONS, IMPLICATIONS, AND RECOMMENDATIONS
Discussion
CEOs and nurse executives rated human skills as most important for nurse
executive effectiveness. Most of the proficiencies related to human skills are taught in
basic nursing education and are valuable at all levels of management. Technical
knowledge showed a strong relationship with financial performance. This finding
demonstrates that a strong basic management skill for the delivery of resident care has a
direct effect on net revenue of the facility. Further, this finding supports a study
(Mathena, 2002) that found nurse executives are critical to the success of an organization.
The total number of residents uniquely predicted financial performance. As
expected, facilities with high occupancy rates have a greater profit margin.
Response Rate
There were a total of 98 participants in this study: 49 were nurse executives, and
49 were CEOs, which represented an overall response rate of 18.4%. Although this
response rate was less than anticipated, it is actually a high response from a population
with extremely busy schedule (S. Morrisette, personal communication, December 13,
2010). Distributed throughout the five regions in Virginia, the majority of the
respondents were from the coastal region (29.5%), followed by those from the central
region (21%), then the mountain region (17.9%), and finally valley and northern regions
at 16.8% and 14.7% respectively for both nurse executives and CEOs. This distribution
denotes representation from all regions which could eliminate sampling bias. Compared
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to the total number of LTC facilities located in each region, the mountain region had the
highest number of respondents, representing 47% of the total number of facilities
followed by coastal region with 44%, valley region had 34%, northern had 33%, and
central region had 24%.
Characteristics of Nurse Executives and CEOs
Nurse executives ranged in age from 25 to 67 years, with an average of 51 years
(SD=9). This is consistent with the national data that shows average ages of nurse
executives between 50 to 59 years (Simms, Price, & Pfoutz, 1985). CEOs ranged in age
from 23 to 69 years, with an average of 48 years (SD=11). Of the 49 nurse executive
respondents, 98% were female, which is reflective of the predominance of women in the
nursing profession (Murray, Fosbinder, Parsons, Dwore, Dalley, Gustafson, et al. 1998;
O'Neal, 1990). CEO respondents were also dominated by females (61%), which is a
major shift from what was long known as male dominated title (Borman & Biordi, 1992).
As nurses increase their business acumen through advanced education, gender becomes
less an issue than the skills brought to the position (Borman & Biordi, 1992).
Income
Both CEOs and nurse executives reported receiving comparable wages of greater
than $75,000.00 annually. This characteristic is parallel to national wage statistics which
have a mean wage of $77,560 and a range of $49,750 - $140,300 (Bureau of Labor
Statistics, 2009) for nursing homes, compared to a $96,600 mean wage for acute care
executives. Lower average salary denotes that the executives have not matured in their
job due to frequent changes in nurse executives and CEOs. When a replacement is hired,
depending on their experience, they begin at an entry level wage rate. The participants of
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this study have an average of 5 years in their current job. Although current reported
salaries are at higher baseline levels, maximum compensation remains the same as
previously studied (Moore, Biordi, Holm, & McElmurry, 1988).
Education
The basic education of nurse executives in Virginia was equally distributed
between associate's degrees (46.9%) and bachelor's degrees (46.9%), leaving 6.1% with
only a diploma in nursing. Of these respondents, more nurse executives have pursued
their education, with 29.5% earning master's degrees, 41% obtaining bachelor's degrees,
22.7% associate's degrees, and the remaining 6%, having a diploma. In contrast, CEOs'
educational attainment ranged from no degree (4%) to a Ph.D. (4%), with the majority
having bachelor's degrees (47%) and the remaining (45%) having master's degrees.
Nurse executives in Virginia nursing homes have a slightly higher educational
attainment than those in other states. In a study of nurse executives in Wisconsin and
Minnesota, findings showed 60% of nurse executives having either diploma or
associate's degrees (Olson & Zwygart-Stauffacher, 2008). Another study reported
Michigan with 55.5% of nurse executives having earned diplomas or associate's degrees
(Simms, Price, & Pfoutz, 1985). The advanced degrees for both CEOs and nurse
executives in Virginia are slightly lower as compared to other states which have up to
75% of executives having master's degrees (Moore, Biordi, Holm, & McElmurry, 1988);
however, the trend toward graduate preparation is evident.
A total of 47% of nurse executives and CEOs belonged to a professional
organization(s). Organizational membership provides the opportunity to participate in
continuing education programs, obtain certification, and have access to professional
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journals (NADONA). Although 43% of nurse executives were certified in nursing and/or
administrative specialties, only 31% of CEOs were certified. Certifications provide
assessment and demonstration of leadership effectiveness, which can add significant
value to the organization they serve (Dana & Olson, 2007).
Nurse Executive Skills
Nurse executive roles have expanded in scope and have experienced remarkable
changes in responsibilities and expected knowledge and competencies (Gelinas &
Manthey, 1997). In addition, nurse executives are expected to reduce costs while
maintaining or improving quality of care. With prospective reimbursement altering
traditional methods of delivering care, Simms, Price, and Pfoutz (1985) found that all
healthcare fields, including acute care, home care, and LTC had become cost conscious.
In this study, results suggested that knowledge and competence in LTC economics were
not considered necessary for nurse executives' practice at this time. This is consistent
with Simms, Price, and Pfoutz's (1985) findings that in LTCs, nurse executives have
limited role in financial management involving developing and monitoring department
budgets.
Technical skills relate to the management skills necessary for the daily operation
of the facility. These skills encompass the ability of the nurse executive to organize his
or her areas of responsibilities and develop or identify which nursing care delivery model
is appropriate for the facility for efficient operation. Management knowledge and
competence were categorized as very crucial skills by nurse executives, and competence
in these areas were recognized by CEOs as fundamental skill for nurse executives. Also
included are the financial and other management functions, as well as knowledge in legal
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concepts and healthcare technology (Fralic & O'Connor, 1983a). Although gaining
importance nationwide (Byers, 2000; Fralic, 1987; Luggen, 1997; Mathena, 2002; Parker,
1998; Scoble & Russell, 2003), business knowledge and competence were not perceived
as essential by Virginia nursing home executives. This suggests that nurse executives in
Virginia nursing homes may not have the level of responsibility for the financial aspects
of LTC management assumed by LTC nurse executives in other states. This is consistent
with the findings of Simms, Price, and Pfoutz (1985) that nurse executives in LTC
settings appear to be changing less rapidly and not keeping pace with current changes in
health care delivery.
Nurse executives in Virginia nursing homes ranked human skills as most
important for their effectiveness. This finding is similar with previous studies (Byers,
2000; Henderson, 1995; Moore et al., 1988). Human skills involve the socio-cultural
aspects of care, as well as nursing resource management and development. These skills
include the ability to assess the organization's needs and communicate strategies
effectively in order to build a cooperative effort in implementing the facility's mission.
This supports Katz's theory that human skills are essential abilities for all levels of
management. Nurse executives are expected to manage conflict within the organization,
build effective teams within the nursing department, and direct the organization to
maintain appropriate focus on resident care delivery (Porter-O'Grady, 2003b). For
human skills sublevel, nurse executives rated knowledge of human resource as very
important and human resource development as being important to be competent in
practice. On the other hand, CEOs agreed that nurse executives need to be
knowledgeable in human resource management, but they also felt that they need to be
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competent in this sublevel. Both groups rated socio-cultural aspects of health care as the
least important knowledge and competence to manage effectively.
Conceptual skills are the ability to advance the facility's core mission in the
context of external environmental challenges. These skills entail developing a consensus
among the executive team to support new directions and the ability to bring creativity to
vision and strategy formation (Drucker, 2004; Englebright & Perlin, 2008; Harvath,
Swafford, Smith, Miller, Volpin, Sexton, et al, 2008; McDonagh, 1998; Ready, 2004;
Rowles, 1995). Nurse executives rated knowledge in legal concepts and regulations as
least important, while CEOs rated health care technology and program planning and
development as least important knowledge needed for effectiveness. Program planning
and development was rated as the least important competence by nurse executives, while
CEOs chose health care technology. Both nurse executives and CEOs highly value the
knowledge and competence in analytical skills more than knowledge and competence in
organizational skills.
CEOs consistently rated competence as the most important abilities, while nurse
executives rated having knowledge of the skills as necessary for effective management.
This suggests that CEOs expect nurse executives to be able to demonstrate their abilities
related to the skills required for effective management, but nurse executives are not yet
able to practice at that level.
Financial Performance
Technical knowledge of nurse executives showed strong relationship with the
financial performance of the facility. This finding suggests that nurse executives have
taken accountability for cost-effective measures. However, this study also found that
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financial management is still a major learning need. There is still a need for nurse
executives in Virginia nursing homes to be able to improve their knowledge of finance to
provide leadership related to clinical improvement under a prospective payment system
similar to other group of nurse executives (Gelinas & Manthey, 1997).
Another variable that predicted financial performance in this study was total
number of residents. A high occupancy rate allows facilities to cover both fixed and
operating costs and stay financially viable (Zhang & Wan, 2007).
Quality Outcomes
None of the variables predicted quality outcomes. To strengthen association with
quality indicators, it is imperative that nurse executives not only possess the knowledge,
but must develop competencies that would bring about advances in standards of practice
and outcomes of care. Advanced education could provide the confidence needed to fully
integrate all the disciplines in the care delivery process. It may be helpful to develop
councils responsible for the development and oversight of practice as done in other
facilities (Burritt, 2005).
Conclusions
The findings of this study revealed that technical knowledge of Virginia nurse
executives, particularly the basic management skills, is strongly related to the financial
performance of the facility. Previous studies related to nurse executive roles (Alexander,
1997; Aroian, Patsdaughter, & Wyszynski, 2000; Dwore, et al., 1998) reported that nurse
executives recognized the importance of financial management and indicated a desire to
further develop their financial management competencies. The findings of this study,
however, showed that executives in Virginia nursing homes do not have strong
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perceptions regarding the importance of knowledge and competencies in financial
management, although CEOs ranked importance of competencies in this area slightly
higher than nurse executives. This outcome is similar to another study (Moore, Biordi,
Holm, & McElmurry, 1988) wherein differences in assumptions regarding important
skills differ between CEOs and nurse executives. This difference in perspectives may be
due to the limited role of the nurse executives pertaining to the facilities' strategic
planning, thereby diminishing their overview of the organization and lessening their
awareness of the influence of external driving factors that have an effect on the fiscal
health of the facility.
As expected, human skills ranked as the most important expertise for the nurse
executives. This is very significant because nursing is the central point of the facility
operation; the nurse executive is tasked with integrating all the departments that support
the care for the residents, thus emphasizing the need for effective relationships.
Further, this study showed that facilities with higher occupancy rate or total
number of residents benefit from a greater profit margin. This can, in turn, produce a
high quality care when budget allows facilities to invest in direct care improvements.
Further, having a greater profit margin may allow nurse executives to have more
capability to improve the staffing mix.
In conclusion, the level of preparedness and sphere of influence of long-term care
nurse executives in Virginia in relation to the financial performance and quality of care in
nursing homes is a goal at this time, but still far from reality. Approximately 30% of
nurse executives in Virginia nursing homes were educated at the graduate level that
should have included course work that prepared him/her to assume a senior role in the
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organization, participating in and fully influencing institutional decision making (Fralic,
1987). However, the small percentage of graduate-prepared nurse executives, coupled
with what appears to be limited influence in the organization, is not adequate to impact
the financial performance and quality outcomes of the facilities.
Implications
This study provided information about management knowledge and competencies
that were valued as important and necessary for effective performance by nurse
executives including problem solving, need for change, communication, conflict
management, team building, and the basic management skills of planning, organizing,
directing, collaborating, evaluating, delegating, prioritizing, and advocacy skills.
Graduate educational programs in nursing and continuing education programs for nurse
executives should include content on the three skill areas for effective management to
strengthen their effect on financial and quality outcomes of the facility. These skills
should be developed to ensure that future LTC nurse executives are adequately prepared
to assume responsibilities specific to their role. Nursing homes must define core
competencies for their management staff. The selection process for managers should
include evaluation of those competencies, and once hired, they must be held accountable
for those competencies.
Using technical skills, specifically developing marketing strategies (program
planning) to be competitive in the health care environment, nurse executives should
utilize the findings of increased total number of residents to seize the opportunity to
improve profit margins. For instance, one of several ways to carry this out is to include
in their marketing strategies ways to improve consumer and physician satisfaction to
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increase market share. Further, facilities should cultivate a culture that is conducive to
staff commitment in improving quality care and ultimately, high resident satisfaction.
Recommendations
Recommendations for Future Research
Continued research on nurse executives' roles and how they impact organizational
outcomes can provide essential information to the nursing profession on curriculum
development, career counseling, selection and placement decisions, and management
practice. Future investigations should focus on the limited participative role of nurse
executives related to technical skills, specifically the economic aspect of long-term care
facilities.
Future studies should seek to determine if there are differences in the role of nurse
executives working in a health care system or chain of facilities versus those in
independent or stand-alone facilities. Future studies should also include other variables
specific to the nurse executive such as perception of skill related to health care reform
and intellectual capacity of nurse executives.
The nurse executive-CEO relationship must also be explored to determine if there
are issues that interfere with communication and teamwork causing gaps in their
perceptions as to skills needed for effective management. As top management, they have
to show cohesiveness in their pursuit to realize the vision and implement the facility's
mission.
Recommendation for Dissemination
The results of this study should be shared with the Virginia chapter of the
American Health Care Association, as the president of this organization had willingly
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endorsed this study. This should also be shared with the Virginia chapters of the National
Association Directors of Nursing Administration/Long Term Care and the American
Association of Nurse Executives. Likewise, study results should be disseminated to
colleges and universities in Virginia which offer nursing administration certificates and
graduate programs. The study may be published in long-term care publications such as
Provider, Long Term Care, as well as in appropriate nursing journals.
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APPENDIX B
Power Analysis for T-tests - Means
Difference between two independent means (two groups)

Analysis:
Input

Output

Post hoc: Compute achieved power
Tails

one

Effect size d

0.5

a err prob

0.05

Sample size group 1

34

Sample size group 2

42

Noncentrality parameter 6

2.167341

Critical t

1.665707

df

74

Power (1-P err prob)

0.692379

105
APPENDIX C
Power Analysis for F tests - Multiple Regression
Omnibus (R deviation from zero)

Analysis:
Input

Output

Post hoc: Compute achieved power
Effect size f2

0.15

a err prob

0.05

Total sample size

76

Number of predictors

3

Noncentrality parameter

11.400000

Critical F

2.731807

Numerator df

3

Denominator df

72

Power (1-p err prob)

0.795712
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APPENDIX D
Sample Size Analysis for T-tests - Means
Difference between two independent means
(two groups)

Analysis:

A

priori: Tails

one

Compute required sample
sizelnput

Output

Effect size d

0.5

a err prob

0.10

Power (1-P err prob)

0.90

Allocation ratio N2/N1

1

Noncentrality parameter 6

2.573908

Critical t

1.289745

df

104

Sample size group 1

53

Sample size group 2

53

Total sample size

106

Actual power

0.900105
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APPENDIX E
Sample Size Analysis for F tests - Multiple Regression
Omnibus (R deviation from zero)

Analysis:
Input

Output

A priori: Compute required sample size
Effect size f2

0.15

a err prob

0.10

Power (1-P err prob)

0.90

Number of predictors

3

Noncentrality parameter

12.300000

X
Critical F

2.155371

Numerator df

3

Denominator df

78

Total sample size

82

Actual power

0.900466
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APPENDIX F
Letter to the Expert Panel

Dear

:
Thank you for agreeing to critically review the attached questionnaire entitled

"Management skills of the long term care nurse executive." Your educational
background and management expertise will be most beneficial in determining the content
validity of the survey instrument.
Please review the instrument then complete the validation questionnaire. You are
specifically requested to 1) review the degree to which the items on the prototype
instrument actually measure the knowledge and competencies of the long term care nurse
executive; 2) review the degree to which the competencies assigned to the technical,
human and conceptual skill levels in Katz's model of effective skills for executives are
appropriate.
I want to thank you for taking the time and interest to review this survey
instrument. I look forward to hearing from you and do appreciate your input.
Sincerely,

Jeany V. Murphy
R.N., Ph.D. Candidate
Old Dominion University
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APPENDIX G
Validation of Survey Instrument- Expert Panelists

Deborah K. Tatum, M.H.A., R.N., Chief Nurse Executive since 1993 at The
Northern Virginia Training Center, a residential health care facility for persons with
intellectual and developmental disabilities. She is a member of the Theta Sigma Theta
Nursing Sorority, Epsilon Zeta Chapter, and the first chairperson of the Virginia chapter
of Developmental Disabilities Nursing.
Sherry Danello, MSN/MBA, RN, Vice President of Resident Care Services and
Chief Nursing Officer, St. Joseph's/Candler Health System, Savannah, Georgia. She was
instrumental in obtaining the award for Magnet Recognition Program for Excellence in
Nursing Services for her facility in 2002.
Marty Kline (deceased), M.P.A., former Assistant Administrator at Eastern State
Hospital, a 500-bed psychiatric facility in Williamsburg, VA. He had worked for Eastern
State Hospital since 1971 immediately after graduating with a Bachelor of Science in
Business Administration from the College of William and Mary and had held progressive
positions including Chief Financial Officer.
Maxcine C. Maxfield, Ph.D., M.S.N., R.N., is the Chief Nurse Executive at
Piedmont Geriatric Hospital in Burkeville, VA. She is charged with overseeing the
professional practice of nursing for over 200 staff. She is published in several journals
and has multiple professional affiliations. She has received professional recognition for
both professional and community services.
Sherrie Dornberger, R.N., is the president of The National Association of
Directors of Nursing Administration in Nursing Homes and editor of its quarterly journal.
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She is a Gerontological Nursing Consultant and is currently pursuing a master's degree in
Healthcare Administration. She has received numerous awards including New Jersey's
DON ofthe year in 1993.
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APPENDIX H
Committee Validation Questionnaire
Please circle the most appropriate response to each of the statements listed below.

Statement

Response
Strongly
disagree

I. The scoring rubric has defined levels ofknowledge and competence.

Disagree
2

2. The scoring rubric provides clear and meaningful definitions

No
Agree Strongly
opinion
agree
3(1)
4(3)
5

2

3(1)

4(3)

5

2

3(1)

4(3)

5

2

3(2)

4(2)

5

2

3(1)

4(3)

5

2 (1)

3(3)

4

2

3(2)

4 (2)

5

2

3(3)

4

5

2

3 (3)

4 (1)

5

for Ihe levels ofknowledge and competence.
3. The scoring rubric is appropriate for the criteria being evaluated.
4.

The scoring rubric appears easytouse and understand.

5.

The 5-point rating scale is appropriate for the scoring rubric.

6.

Directions for rating criteria are clear.

7. Criteria for technical skills communicate
clearly the desired knowledge and competencies.
8. Defining characteristics for each criterion for technical skills
describe specific and observable knowledge and competencies.

1(D

9. Rating criteria in technical skills will provide an overview
of knowledge and competencies in tot area

5

10. Criteria for human skills describe specific and observable
knowledge and competencies.

1(1)

2

3

4(3)

5

II. Defining characteristics for each criterion for human skills
describe specific and observable knowledge and competencies.

1(1)

2

3 (1)

4 (2)

5

2

3 (1)

4 (3)

5

12. Rating criteria in human skills will provide an overview
ofknowledge and competencies in that area
13. Criteria for conceptual skills describe specific and observable
knowledge and competencies.

1(D

2

3 (1)

4(2)

5

14. Defining characteristics for each criterion for conceptual skills
describe specific and observable knowledge and competencies.

KD

2

3

4(3)

5

15. Rating criteria in conceptual skills will provide an overview
ofknowledge and competencies in that area.

2

3(1)

4(3)

5

16. The organization ofthe survey tool is logical and appropriate.
What changes would you recommend to the survey tool?

2

3 (1)

4(3)

5
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APPENDIX I

First Mailing to Study Participants
An Invitation to Participate in the Survey
July 15, 2010
Dear

:

We would like to invite you to participate in a study to identify the knowledge and skills of the
nurse executive that contribute to quality outcomes of the residents as well as the financial health
of the facility. We would like to measure skills in three areas - human skills, technical skills and
conceptual skills - that have been identified as competencies required for effective management.
As you know, nursing homes face a difficult challenge in providing high quality care in a costeffective manner. This study will help to identify the level of preparedness and skills of the
nurse executive necessary to meet that challenge. Further, the findings will help us identify
professional development needs of the nurse executives to be able to meet the demands of the role
and sustain their motivation to remain in their job.
The survey is being conducted using an online survey service. Your involvement in this study is
limited to the one-time completion of the Internet-based survey. Of course, participation in this
study is voluntary, and your responses will be strictly confidential.
Within the next two weeks, you will be receiving a letter that will provide detailed instructions
for accessing and completing the Internet survey. While I know that you have many personal and
professional commitments, I hope that you will set aside the approximately 20 minutes needed to
complete the survey. As the survey will be accessible for only a limited time, I encourage you to
do this as soon as possible after receiving the instructions.
We thank you in advance for your involvement in this study. Your participation contributes to the
effort to gain a deeper understanding of the factors influencing the level of preparedness needed
by nurse executives in long-term care to fulfill their responsibilities.
If you have questions or would like additional information, please contact Jeany Murphy by email at (researcher@provider.net) or by phone at (7X7-XXX-XXXX).
Sincerely,

Jeany V. Murphy, RN
PhD Candidate
Old Dominion University
College of Health Sciences
Norfolk, VA

Karen A. Karlowicz, EdD, RN
Associate Professor & Chairperson
Old Dominion University
School of Nursing
Norfolk, VA

Steve Morrisette
President
Virginia Health Care Assoc.
Richmond, VA
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APPENDIX J
Second Mailing to Study Participants
July 22, 2010
Dear

:

We would like to invite you to participate in a study to identify the knowledge and skills
of the nurse executive that contribute to quality outcomes of the residents as well as the
financial health of the facility. We would like to measure skills in three areas - human
skills, technical skills and conceptual skills - that have been identified as competencies
required for effective management.
This study involves the completion of a survey that will be administered online via
Inquisite. It is expected that completion of the survey will take approximately 20 minutes
of your time, and should be completed before August 11, 2010.
To access the survey, all you need to do is go to the following web address (URL), and
type in this password [0000]. Then, follow the prompts on the screen to begin the survey.
Participation in this survey is voluntary. An initial question will ask you to verify your
willingness to participate in the study. Completion of the entire survey will constitute
informed consent to act as a subject in this research study.
The very nature of online survey research assures that your responses will be confidential
and anonymous. Thus, you will not be asked for personal information that could identify
you as a participant in this study. Likewise, responses will be analyzed collectively,
rather than individually. Data will be maintained in password protected electronic files,
with hard copies stored in a locked file in the School of Nursing Research Office. If you
have questions about this study, you may contact Jeany Murphy by phone (7X7-XXXXXXX) or by email (researcher@provider.net).
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I know that your time is valuable, and thank you in advance for your willingness to
participate in this study.
Sincerely,
Jeany V. Murphy, RN
PhD Candidate
Old Dominion University
College of Health Sciences
Norfolk, VA

Karen A. Karlowicz, EdD, RN
Associate Professor & Chairperson
Old Dominion University
School of Nursing
Norfolk, VA

Steve Morrisette
President
Virginia Health Care
Association
Richmond, VA
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APPENDIX K
Reminder Post Card

You recently received a letter
inviting your participation in a
research study designed to examine
the skills and responsibilities of
nurse executives in long-term care.
If you have not already done so,
please complete the online survey.
Only 20 minutes of your time is
needed.
Your participation contributes to the
effort to gain a deeper
understanding of the factors
influencing the level of preparedness
needed by nurse executives in longterm to fulfill their responsibilities.

fj g o t o
u

__ v

rveys/6H9YHS

BHVUNION
^JNIVERSITY
For questions contact:
Jeany Murphy, PhD candidate
Phone: 7X7-XXX-XXXX
E-mail: researcher@provider.net

Reminder
Old Dominion University
School of Nursing
4608 Hampton Boulevard
Norfolk Virginia 23529-0500
Your Address Line 3

2.3

. . . . . . . . . . . . . . . . . M | X E D y ^ y j c 270

CHIEF EXECUTIVE OFFICER
HEALTH CARE FACILITY
12345 ANY AVENUE
SOMEPLACE, VA 23456-7890

PLEASE
PLACE
STAMP
HERE
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APPENDIX L
Fourth Mailing to Study Participants
August 21, 2010
Dear

:

You have received previous correspondence from us inviting you to participate in a study to
identify the knowledge and skills of the nurse executive that contribute to quality outcomes
of the residents as well as the financial health of the facility. We would like to measure
skills in three areas - human skills, technical skills and conceptual skills - that have been
identified as competencies required for effective management.
According to our records you have not yet completed the survey. For your convenience we
have extended the deadline for completion of the web-based survey to August 24, 2010. It is
expected that completion of the survey will take approximately 15 minutes of your time. To
access the survey, all you need to do is go to the following web address (URL) and type in
this passcode (0000). Then, follow the prompts on the screen to begin the survey.
If completion of the web survey has been difficult for you, we understand and are pleased to
provide you with a paper copy of the survey. Just complete the enclosed mail-in survey and
return it to us via the self-addressed stamped envelope that is included.
Participation in this survey is voluntary. Completion of the entire survey will constitute
informed consent to act as a subject in this research study.
The very nature of online survey research assures that your responses will be confidential and
anonymous. Thus, you will not be asked for personal information that could identify you as a
participant in this study. Likewise, responses will be analyzed collectively, rather than
individually. Data will be maintained in password protected electronic files, with hard copies
stored in a locked file in the School of Nursing Research Office. If you have questions about
this study, you may contact Jeany Murphy by phone (7X7-XXX-XXXX) or by email
(researcher@provider.net).
I know that your time is valuable, and thank you in advance for your willingness to
participate in this study.
Sincerely,

rnyff. Murphy, RN Q
ID candidate
Old Dominion University
College of Health Sciences
Norfolk, VA

raren
A. Karlowicz, EdD, BR
Associate Professor & Chairperson
Old Dominion University
School of Nursing
Norfolk, VA

Steve Morrfsette
President
Virginia Health Care
Association
Richmond, VA

APPENDIX M

IRB Approvals
No.: 10-124
OLD DOMINION UNIVERSITY
HUMAN SUBJECTS INSTITUTIONAL REVIEW BOARD
RESEARCH PROPOSAL REVIEW NOTIFICATION FORM
TO:

Karen Karlowicz
Responsibie Project Investigator

DATE: June 17,2010
IRB Decision Date

RE:

The Relationship of Financial Performance, Quality Indicators, and the
Role of Nurse Executives in Virginia Nursing Homes
Name ofProject

Please be informed that your research protocol has received approval by the Institutional
Review Board. Your research protocol is:
Approved
Tabled/Disapproved
__X_ Approved (EXEMPT), contingent on making the changes below*

%/rfj,

0}4$A/A

IRBfyairperson'sSignmifte

June 17,2010
date

Contact the IRB for clarification of the terms of your research, or if you wish to make
ANY change to your research protocol.
You must report adverse events experienced by subjects to the IRB chair in a timely
manner (see university policy).
*

Approval of your research is CONTINGENT upon the satisfactory completion of
the following changes and attestation to those changes by the chairperson of the
Institutional Review Board. Research may not begin until after this attestation.

* In the Application
• In 3a, the start date needs to changed to 06/18/10.
• Under 6,2 and 6.4, the investigators need to summarize why the study
falls under these exempt categories in the comments sections.
• The term "anonymous" should be changed to "confidential* in referring to
the subjects and the responses, since the size of the sample pool cannot
assure anonymous reporting.
• A copy of the final, revised survey should be submitted to Dr. Maihafer
after the 5 expert respondents have provided their responses and input in
survey development
Attestation
As directed by the Institutional Review Board, the Responsible Project Investigator made
the above changes. Research may begin.
July 15,2010
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TO;

Karen Karlowicz, PhD
Responsible Project Investigator

FROM:

6eorge Maihafer, PT, PhD
Chairperson, IRB

Jf/fy/rffrbJ*

RE: Addendum Request to (IRB 10-124), "The Relationship of Financial
Performance Indicators, and the Role of Nurse Executives in Virginia Nursing Homes'

DATE:

August 20,2010

After review of the amended revisions to ODU IRB Proposal (IRB 10-124), "The
Relationship of Financial Performance Indicators, and the Role of Nurse Executives in
Virginia Nursing Homes" I approve the change in an expedited review manner.
The amendment to the methodology of the study is as follows:
Due to a low response rate to web survey, the investigators will modify the
procedure by sending with the fourth mailing a mail survey with a return serf
addressed envelope for those subjects without access or having difficulty using a
computer.
Please let me know if I can be of any further assistance.

TO:

Karen Kaftowdz, RN, DSn
Responsible Project Investigator

FROM:

George Maihater, PT, PhD Jtt&pf
Chairperson, IRB

RE:

M^fyjtifak

^fwkfiiy

Addendum Requestto"The Relationship of Financial Performance, QuaBty
Indicators, and the Rote of Nurse Executes in Virginia Nursing Homes"
(ODUIR8#10-124)

DATE:

October 27,2010

After review of the amended revisions to, "The Relationship of Financial
Performance, Quality Indicators, and the Role of Nurse Executives in
Virginia Nursing Homes" (ODU IRB# 10 - 1 2 4 ) , I approve the change in
an expedited review manner. The amendment to the methodology of the
study is as follows:
The Investigators will be contacting the non-respondents via telephonetoask
them If they would constder completing the survey. Approximately 444 potential
subjects will be contacted.

No Progress report or close-out report will be required since this project remains
approved as exempt.

APPENDIX N

Phone Recruitment Script
After answered by an operator, ask to be connected to the administrator/director of
nursing.
If asked what it is related to, tell the operator that it is about a study related to nursing
homes.
When answered by the administrator/director of nursing, follow the script below:
Good morning/evening,
I'm calling for Jeany Murphy, a nurse and a doctoral candidate at Old Dominion
University. She is doing a study to determine the relationship of the role of nurse
executives to their facility's financial performance and quality outcomes. A couple of
months ago, we sent you a series of letters inviting you to participate in a survey and we
did not receive a response from you. We had a low response rate which was not enough
data for a meaningful analysis. Your participation is very important to us, so I would like
to ask once more if there is a possibility that you would complete the survey.
If response is yes: would you like to complete the survey electronically or on paper.
If respondent prefers electronic: can I get an e-mail address from you so I can send you
the link to the survey and all you'll need to do is click to the link and put in your
password that will be in the e-mail also.
If respondent prefers paper survey: Can I verify your address so I can mail the survey
to the right address?
If respondent declines to participate: Thank you very much, we will not call anymore.
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Management Skills of trie Long Temn Care Nurse Executive
instructions: Phase place a check on the appropriate line to indicate your response in both the a Peas of knowledge and competence.
HOW IMPORTA NT IS IT THAT LONG TERMCARE
NURSE EXECUTIVES BE KNOWLEDGEABLE/
COMPETENT INTHE FOLLOWING AREAS:
(TECHNICAL)
Organfeational DerelopmentyManagemant

1.

Organizational Assessment

I.

Organizational Design/Structure

3.

Organizational Change

Nursing Care Delivery Models
4.

Functional

5.

Team

6.

Primary

7.

Case Management

8.

Total Resident Care

Health Care Technology
9.

Analysis of Future Technological

1D.
II.

Requirements
Selection and Implementation of New
Technology
Resident Care Infoimation Systems
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Financial Information Systems
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Legal Concepts and Regulation
13.

Development S Implementation of
Standards of Practice

14.

Analysis of Malpractice (Medical/Legal)
Issues
Analysis of Tort Law Issues
Analysis of Corporate Law Issues
Analysis of Current and Pending Legislation
Risk Management
Qualitymanagement

Long Term Care Economics
2D.

Fi nancing of Long Term Care

21.

Costing Out Nursing Seruices (Cost
Accounting)
Budget Analysis and Preparation

22.
23.

Fi seal Management (Resource ^location
Analysis)

24.

Third Party Reimbursement Reviews
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Program Planning and Development
25.

Product Line Management

26.

Marketing Strategies

27.

Research (integration into delivery of care)

28.

Creating Values

Management Functions
29.

Planning

30.

Organizing

31.

Administering/Directing

32.

Collaborating

33.

Evaluating

34.

Delegating

35.

Prioritizing

36.

Adwcacy
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Socio-Cultural Aspects of Health Care
37.

Family Health Care Delivery System

38.

Transcurtural Health Cane Delivery System

39.

Ethical Decision making

Human Resource Management
40.
41.
42.

Employee Health and Safety Programs (Health
PromotionrtJisease Prevention)
Communication (Interpersonal,
interdisciplinary, inters intra organizational)
Conflict Management (mitigating anwety
and hostile atuations)

43.

Team Building

44.

Assertiveness Training

45.

Group Dynamics

46.

Labor Relations Activities

47.

Stress Management Techniques

48.

Productivity (Workload Measurements)

49.

Resident Classiication Systems

50.

Resource Utilization
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Human Resource De\elopment

52.

Nursing Education SNursing Semice
Collaboration
Staff Development/Continuing Education

53.

Mentoring/Networking

54.

Role Development of Staff

55.

Selection/Application of Appropriate
Situational Leadership Styles
Identification S Use of Sources of Pouier

51.

56.

(CONCEPTUAL)
Organizational Skills

57.

Cneatiuty/lnnoxation

58.

Intra/Entrepreneuring Activities

59.

Organizational Decision Making

Analytical Skills
60.

Problem Solving/Critical Thinking

61.

Policy Development and Analysis

62.

Forecasting and Predicting Long Term Care
Trends
Systems Development and analysis

63.
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Demographic Data

Gender:

Age:

(CEO

Male
Female

Under 30_
30-39

40-49
50-59
Years of Long Term Administration Experience:

60+

Less than 5_
5-10
11-15

16-20
20+
Education/Highest Level: (Indicate all Applicable Responses)
No Degree_
Baccalaureate in
Masters in
Doctorate of
Other:

(please specify)
(please specify)
(please specify)
(please specify)

Nursing Home Bed Size:
Under 100

100-199
200-299
300-399
400-499
500-999
1000+
Ownership Type:
For Profit
Not-For-Profit
Government
Multi-Healthcare System
Other
Number of FTE's Managed:
Less than 100

100-199
200-299
300-399
400-499

500-999_
1000+
The preferred Educational Preparation for Long Term Care Nurse Executive is: (choose one)
Master's Degree in Nursing (MSN)
Master's Degree in Business (MBA)
Master's Degree in HealthCare Administration (MSHA)
Dual Master's in Nursing and Business Administration (MSN/MBA)
Dual Master's in Nursing and HealthCare Administration (MSN/MSHA)

Professional Organizational Membership:

Certified in:

Demographic Data
(Nurse Executive)

Gender:
Male
Female
Age:
Under 30
30-39
40-49
50-59
60+
Years of Long Term Administration Experience:
Less than 5
5-10
11-15
16-20
20+
Basic Nursing Education:
Diploma
AD
Baccalaureate - Nursing
Baccalaureate in other area

(please specify)

Education/Highest Level: (Indicate all Applicable Responses)
Baccalaureate - Nursing
Baccalaureate in other area
Doctorate in Nursing
Doctorate in other area
Nursing Home Bed Size:
Under 100
100-199
200-299
300-399
400-499
500-999
1000+
Ownership Type:
For Profit
Not-For-Profit
Government
Multi-Healthcare System
Other
Number of FTE's Managed:
Less than 100
100-199
200-299
300-399
400-499
500-999
1000+
Professional Organizational membership:

Certified In:

(please specify)
(please specify)
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VITA
Jeany V. Murphy
College of Health Sciences
Old Dominion University
Education:
2011

Doctor of Philosophy, Health Services Research
Old Dominion University, Norfolk, Virginia

1987

Master of Business Administration
Savannah State University, Savannah, Georgia

1973

Bachelor of Science in Nursing
Aquinas University of Legazpi, Philippines

Professional Experience:
2005-present: Owner/Executive Director, Caring Family Home, LLC, Hampton, Virginia
1984-2004: Worked progressively in management positions both in private hospitals
and government LTC facilities starting as Head Nurse ending with the last
job as
Chief Nurse Executive/Director of Health Services.
1973-1983:

Worked in clinical areas in various specialties in acute care facilities.

Poster Presentation:
2007

The importance of social contact in fostering job satisfaction in adults with
developmental disabilities who work in sheltered employment. Presented at the
24th annual research meeting of Academy Health, Orlando, Florida.

2006

Strategic planning of a focus group for a community health center in the Hampton
Roads area. Presented at the 134th annual conference of the American Public
Health Association, Washington, DC.

2004

Factors related to inpatient hospitalization among adults in Virginia. Presented at
the 132nd annual meeting of the American Public Health Association,
Washington, DC.

